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So much has been said and so much has 
been written about State Medicine that it is 
with some hesitancy that I speak to you, at 
this time, on the subject. However, because 
of its paramount importance, both to the pub- 
lic and to the profession, I believe it is worth 
while to give expression to the views of the 
medical profession, as I understand them. 

Two widely antagonistic forces are striving 
for dominance in America. On one side, is the 
desire and ambition of the individual to live 
his own life and carry his own responsibilities 
and secure the utmost mental and material de- 
velopment, while on the other is the ambition 
to have the people subjected wholly to herd 
ideas, otherwise 
with only an inner certitude, a personal sense, 
necessarily imperfect, that the way the herd 
is directed is also the best way. 


whether advantageous or 


The contest 
is between individuality and regimentation— 
and while regimentation with its attendant op- 
pression has secured high place among decadent 
nations of Europe it will be bitterly fought in 
an America which has grown great through 
private initiative. 

The doctor is by instinct and training an 
individualist and sometimes so zealous that he 
is reluctant even to join his fellows in a com- 
mon aim but there is no field where such an 
attribute is more essential than in medicine. 
With proper professional equipment and wis- 
dom the doctor should be free to exercise his 
best judgment in his gallant struggle against 

*Presidential address read before the fifty-ninth 


annual meeting of the Louisiana State Medical 
Society, May 3, 1938, at New Orleans. 


disease and death and to bring unhampered all 
his skill and experience to succeed in his daily 
combats with life’s enemies. 

Regimentation, on the other hand, deprives 
the average mind of all chance of growth and 
the ambitious mentality of all hopes of fruition. 
Simultaneously, it diminishes that superb ef- 
ficiency which appears when a person responds 
to the normal incentives to happiness and suc- 
cess; incentives that arise from an inherent 
consciousness of a personal importance in the 
world of affairs. 


Such individualism, undoubtedly, has often 
been carried to an extreme by zealous medical 
men. In their desire to conquer disease and 
help humanity they have become the slaves of 
charity. They give, as always, of their serv- 
ices gladly to the poor. Even before the war, 
doctors gave gratuitous medical and surgical 
treatments to the value of many thousands of 
dollars a year and since that catastrophe, the 
profession has been strained to the utmost in 
time, service and money. Yet the salaried 
altruists prate to the doctors about philanthropy 
—to the doctors, mind you, who almost in- 
vented this ministry. 


The time honored attitude of the profes- 
sion toward the indigent sick is well known, too 
well perhaps, and often imposed upon by such 
apostles of regimentation as the salaried al- 
truists, the social theorists and “charity brok- 
ers” who are anxious to enlarge their personal 
prestige. Many institutions vie with one an- 
other to secure a numerical. increase in their 
dependents for the enlargement of their 
sonal perquisites and importance. 

The principle is fallacious and unworthy. We 
should, as reasonably, expect the prisons 
asylums of the state 
mates. Such ambitions 
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injury to the personal pride and self-esteem, and 
moral deterioration of the victim, A worthy 
citizen is entitled to adequate aid until he is 
competent to carry on but as soon as possible 
the support should be lest the 
morale be broken and a chronic dependency es- 
tablished. 


withdrawn 


The practice of charity is one of the most 
ancient and glorious traditions of medicine but 
the profession is aware that this phase of their 
calling is not infrequently misunderstood or 
abused by the undeserving, for that charity is 
pernicious which takes from independence its 
proper pride and from mendacity its proper 
shame. The abuse of charity leads for the 
physician to pauperization of the body and for 
the patient to the even more serious pauperiza- 
tion of the soul. The abuse of charity, more- 
over, arouses the indignation of the doctor 
since every such case of malingering prevents 
the extension of legitimate aid to a worthy 
object. Loss of morale is an invariable conse- 
quence where high ambitious qualities are reg- 
imented. The exercise of charity which has 
always been cherished as a laudable virtue has 
now become an organized and remunerative in- 
dustry in the hands of social theorists, who 
under the mask of humanity hoodwink the 
government, prey upon the doctors, exploit the 
poor and weaken or destroy the virile Amer- 
ican traits of self-respect, resourcefulness and 
resolution so that they themselves may tread 
the primrose path. 

With a full knowledge of these conditions, 
the medical profession has been striving to 
correct social evils, accommodate its work to 
the changing face of society; and adapt its 
practice to the gradual mechanization and in- 
dustrialization of American life. New forms 
of medical procedure are being tested in nearly 
all of the states and unusual plans for medical 
service are being introduced. 

These experiments cover, in some degree, 
every aspect of medical work and while some 
are conducted honestly and ethically others are 
devised exclusively for a personal advantage. 
Schemes of medical and hospital insurance, 
free and pay clinics—medical care for a fixed 
yearly fee, contract practice and corporation 
practice are the most common examples. 
Corporations, casualty companies and insur- 
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ance societies, are usually the outgrowth of lay 
efforts to exploit the medical man but in Cali- 
fornia and Washington, in Michigan, Massa- 
chusetts, Utah, Georgia, Virginia, Ohio and 
other states sincere efforts are being made to 
change the character of professional activity 
without a corresponding loss in that quality of 
competence and efficiency which stands high- 
est in the world today. Some of these hundred 
or more projects under trial by county societies 
have been tentatively endorsed by medical au- 
thority and if allowed to develop will, in time, 
find a proper and satisfactory adjustment. 

These methods of careful experimentation, 
however, are too slow for the social theorists 
and salaried altruists who want the world re- 
vamped according to their vaporous fancies 
while they are still able to enjoy the expected 
prestige and the financial compensation, 

They are possibly aware that the earth is 
some fifty million years of age and alters 
slowly, but hope, nevertheless, to bring about 
a radical reversal of social conditions in a few 
intense, unnatural months. The social theorists 
have always existed but the salaried altruist 
and the “charity broker” are purely modern 
productions. They belong to that large com- 
pany of adventurers who prefer to exploit the 
assured rather than to explore the unknown. 
Thus they strive for regimentation of workers 
and employers, of proletarians and scientists 
and of physicians, who are all four, by fiat. 
They visualize a large, clean, orderly house- 
keeping plant with themselves at the head and 
all personal ambition and means of develop- 
ment abolished, or subordinated to their per- 
sonal theories regarding the method and direc- 
tion which evolution should pursue and where 
remuneration could be most worthily and satis- 
factorily bestowed. 

It is one of the strange freaks of human 
nature, and one of the tragedies of government 
that many men who through political accident 
secure office, immediately become obsessed 
with the idea that they are the sole custodians 
of American principles, the sole guardians of 
American institutions and the exclusive posses- 
sors of American ideals. 

The immediate goal which the professional 
altruists hope to attain in medicine is sociali- 
zation, This is a menace both to medicine and 
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to the public. 
however, in their plan for the only social ad- 
vance that ever obtained recognition was won 
by way of medicine. Obviously the medical 
profession has a direct and immediate interest 
in any scheme which is intended to transfer 
the ultimate control of intrastate sanitary and 
medical activities from the proper authority in 
the commonwealth to a Washington Bureau 
and to a lay management. 


It is a most important factor, 


Medicine, like individual liberty, is funda- 
mentally an expression of the ethical life, and 
medicine suffers injury whenever and exactly 
to the degree in which its liberty is invaded. As 
the dissenting minority report on the Cost of 
Medical Care very properly declares: “There 
is nothing in experience to show that State 
Medicine is a workable scheme or that it would 
not contain evils of its which would 
be worse than those it is supposed to alleviate. 
Above all, there is no evidence to prove that it 
would accomplish what ought to be the first 
object of this Committee, a lessening of the 
cost of medical care.” 

The attempt to centralize in Washington the 
management of affairs that of right belong to 
the respective states is to create a system which 
inevitably destroys our democracy and betrays 
the fundamental principles of our government. 
If one constitutional right is abrogated by 
purchase or political pressure the others are not 
safe. In health matters this is particularly 
dangerous for in a very short time politics 
would have its finger on the wheel and inher- 
ent in politics are graft, stupidity, incompetence, 
"intimidation and everywhere the suppression of 
individual enterprise and medical responsibility 
associated with a rapidly increasng tax rate. 
The inevitable rise in taxation must be em- 
phasized for those who resent the present im- 
posts. It is an accepted fact that when the 
government goes into any particular kind of 
business that business is operated with less ef- 
ficiency and less economy than if it is run 
by private enterprise. A recent editroial in The 
Milwaukee Journal, which was reprinted in 
the New Orleans Item, illustrates the point 
very nicely. Under the caption: State Doctor- 
ing—a medical man’s objection, the editorial 
comments on the statement made by Dr. Dex- 
ter H. Witte, former president of the Mil- 
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waukee County Medical Society, that under the 
veterans administration at Washington it costs 
the government $4004.00 for each patient ad- 
mitted to a government hospital. Dr. Witte 
states that the American Medical Society, or 
the Milwaukee County Medical Society or he 
personally would undertake to care for these 
patients at one half the cost. I quote directly: 
“Dr. Witte is not alone in this. For years there 
has been talk among competent medical men 
that the cost of medical care for the veterans 
is astounding. It has proposed before 
that private hospitals be given the job Dr. 
Witte speaks about. 


been 


But try and make a dent 
When you once get a gov- 
ernment bureau started, it lives 
like dandelions.” 


with that proposal. 





and spreads 


Regimentation of medical men under state 
control means unmistakably that the science of 
medicine is to be dragged in the gutter of poli- 
tical robbery at the behest of social theorists 
and sentimental perverts. Sentimentality has 
never been successful in preventing politics 
from making a mess of public affairs. Is it 
probable that sentimentalists, social theorists or 
salaried altruists will in any way obstruct con- 
tamination of medicine by political grafters 
even if their attention is arrested by it? “It 
will be a sad day for society,” said President 
Wilson, “when the sentimentalists are en- 
couraged to suggest all the measures that shall 
be taken for the benefit of the human race.” 

Furthermore, when federal and state govern- 
ments undertake concurrent jurisdiction, the 
commonwealth practically surrenders its pre- 
rogatives and lets government dominate and 
perform those functions that are inherent and 
statutory to the State. Where the government 
has assisted, the government eventually controls. 
Also, when once a bureau is established it 
grows and expands and demands more and 
more from taxation. 

Bureaucracy through liberal federal grants 
even now is sapping the vitality of the states 
and breaking down their morale and _ political 
independence. Bureaucracy is the slave of poli- 
tics and results in a chaos of inefficiency. 
Bureaucracy is always a curse, like a receiver- 
ship in bankruptcy, and if once established in 
the practice of medicine it will emasculate ef- 
ficiency and paralyze progress. 
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Senator Borah said: “The course we are 
now pursuing will prove in the long run more 
dangerous than a foreign foe. A proud nation 
may suffer a reverse in arms but time may 
still find it triumphant. An independent and 
self-reliant people may be overcome by fortunes 
of war but time fights on their side to 2 final 
victory. But a nation whose citizenship has 
been drugged and debauched by subsidies and 
gratuities and bonuses—a nation which has sur- 
rendered to the excesses of a treasury orgy, 
has taken the road over which no nation has 
yet been able to effect a successful retreat.” 

State Medicine cannot change human nature 
though it may alter relationships. Independence 
in medical practice is as essential to the happi- 
ness and prosperity of doctors and to the ad- 
vance of scientific medicine as independence in 
citizenship is to the welfare of government, and 
this priceless independence gained by prodigi- 
ous expenditure of blood and treasure should, 
under all circumstances, be sacredly preserved 
to the people of these United States. 

Your attention is directed to the fact that al- 
ready changes are taking place in medical 
practice and further changes are to be expect- 
ed. Through the operation of the Maternal 


and Child Welfare sections of the Social Se- 


curity Act, federal funds are being furnished 


through State Boards of Health for additional 
care for mothers and children. In Louisiana, 
new charity hospitals are being constructed and 
new charity beds are being subsidized in hos- 
pitals already existing. These activities and 
others of like character are being undertaken, 
ostensibly, for the indigent. 


indigent ? 


But—who are the 
Some one has suggested that we 
should have a law defining indigency. With 
that I agree. 

Finally, I admonish my professional brethren 
always to be ready, as I know they will be, to 
give aid and support to any movement for 
helping the indigent sick, but to resist, to the 
utmost, any effort to provide universal health 
insurance or further encroachment on private 
medical practice. 
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INAUGURAL ADDRESS* 


JOSEPH A. O’HARA, M. D. 
NEw ORLEANS 


By tradition, down through the fifty-eight 
years existence of our State Medical Society, 
the incoming president is accorded the honor 
of delivering an inaugural address. In being 
inducted into the presidency, therefore, I recog- 
nize I become but a symbol and the consoling 
thought of being a symbol is that it is evident 
that you of yourself can do little, but what you 
symbolize brings strength and courage and the 
hope of wisdom—but of wisdom I shall not 
say too much. 


My position, tonight, is that of the man, who 
upon being asked if he could play the violin re- 
plied that he presumed he could as he had seen 
it played many times, but so far he had never 
tried it. I have heard the president-elect ad- 
dress his colleagues year after year, but I lack 
the confidence of the would-be violinist. 

You have had as presiding officers, men of 
national, even international fame, men who by 
their eloquence have held their listeners spell- 
bound, or by their learned excursions into the 
science, history and economics of medicine, 
have caused wonder that one man could have 
such knowledge; leaders with the 
build for the future. 


vision to 


Of their prominence, eloquence, knowledge 
and vision I fall far short, but I do have a 
great appreciation of the accomplishments 
which are part of our heritage. That I shall 
prove worthy of following in the footsteps of 
those splendid characters who breathed the 
breath of life into the nostrils of our organiza- 
tion is my aspiration. With this ideal, I shall 
seek so to guide the destinies of our Society that 
the next year, too, may record continued ad- 
vancement. To be able to carry this responsi- 
bility, I can only hope that I may receive and 
merit the support and sympathy of my fellow 
members. 

Fortified by the House of Delegates, Officers, 
our Councilors, Working Committees and a 
membership than which there is none superior, 
I have the abiding faith that our organization 


*Inaugural address read before the Louisiana 
State Medical Society at New Orleans, May 3, 1938. 
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can be depended upon to sail, not drift; lead, 
not follow. 


I have repeatedly said—and I lay no claim 
to originality in so saying—that the most im- 
portant activity of our State Medical Society is 
to organize itself as a social force to lead, as 
well as serve, our communities and to guide 
them correctly in the paths of mutual confidence 
and joint endeavors in the service of humanity. 


Our program must be founded on clear 
vision, high standards and advanced objectives, 
in step with the rapidly changing times. Our 
policies must be so broad, that every possible 
service will be rendered commensurate with 
ethical, scientific, and practicable procedure; 
and so irreproachable as to merit not only the 
confidence of our component medical societies, 
but to make the entire medical profession 
proud of being a member of the organization. 
We must evaluate and broadcast aims, policies 
and objectives. 

The procedure of health administration is to 
a considerable extent dictated by law. This is 
as it should be to insure the cooperation of the 
individual on the one hand and to protect him 
from bureaucratic oppression on the other. As 
all will agree, we must strive to achieve order- 
ly, constructive progress along the road of fu- 
ture advancement, not alone to the public, but 
also the profession itself. It is perhaps not 
surprising then, that to an undiscerning public, 
modern medical practice, with its many innova- 
tions, should seem confused. 


We should, therefore, consider critically the 
work we are doing, appraise the effectiveness 
of procedures, discard the less useful and take 
up with increased vigor those activities which 
promise the most valuable return for money and 
effort expended. 


From long years of observation, my opinion 
has crystallized into the very definite convic- 
tion that never in the world’s history has radi- 
calism won any good cause. It is self-evident 
that social aspects are changing, a new social 
order has arisen—including in its seope that of 
public health, the medical practitioner, and 
medicine in its varied features. The challenge 
is, how to meet present issues. 

If our organization is to render the most 
value to the individual members or to society 


in general, a frank unbiased discussion of the 
paramount questions of today cannot be ignored. 

I submit, that while no panacea for all the 
varying phases can be suggested and doubtless 
no new theories may be advanced, the fact re- 
mains that unless and until we accept the chal- 
lenge of today’s existing problems and utilize 
present opportunities to preserve our heritage 
in the face of modern adaptations, we shall fail 
to accomplish the laudable ambition and ex- 
emplary goal to which we are dedicated. No 
more can a blanket solution be found for these 
differences of opinion, than can the so-called 
patent medicine cure all ills, from cancer to 
fallen arches, 


I see no need to get excited, but to hold more 
tenaciously than ever to our ideals with an 
open mind; to adapt ourselves to the changing 
order, in a practical, sane manner. 

It should be appreciated that no health plan 
of whatever scope or character can be developed 
and put into effect unless it meets with the ap- 
proval of the organized medical profession. 
Otherwise, its failure is a foregone conclusion. 

As I see it, there is no group in society that 
should more clearly understand, than the medi- 
cal profession, the implications of this chang- 
ing social order. Certainly, there is no group 
with the professional preparation and practice, 
which has greater opportunity for the study 
of man through the gamut of physical and so- 
cial conditions. Nor can any group bring 
greater influence to bear through interpreta- 
tion of these changed conditions demanded for 
a social system which makes for a_ longer, 
healthier and happier life. 

When we tend to interpret the present trend 
of medical practice, we have to realize that 
scientists of whatever field throughout the 
world—philosophers, educators, engineers—all 
are being drawn into ever more combined con- 
ceptions of man and community. 

Many of these changes have not sprung up 
over night, but are the culmination of existing 
demands and circumstances. We must be ready 
to meet changing conditions 
economic welfare. 

That medical science has unfolded to the 
world discoveries fraught with blessings and 
benefits to mankind is universally conceded. 
However, on the medical horizon, certain de- 


for our own 
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batable problems have developed. Organized 
medicine is not immune to critical review. 
We must realize the changes in our medico- 
social organization and must solve the answers 
to the problems they create, 


Organized medicine has been engaged, for 
the past several years, in an exhaustive study 
of its own shortcomings in order that they 
might be properly diagnosed and cured. The 
laity, too, has had its increasingly educated and 
critical eye on us. The fuller recognition of 
our personal rights implies a deepening sense 
of common obligation to meet the present situa- 
tion. If we have not all of the factual data for 
action, we at least know some of the facts— 
enough to enable us to translate some of them 
into working form. A start must be made, as 
I think we are all agreed that inactivity must 
no longer characterize our attitude. The public 
health worker, the private practitioner, the or- 
ganized medical profession—all must present a 
solid and united front in combating the subtle, 
insidious influences that are trying to disrupt 
the ethical structure for which the medical pro- 
fession has sacrificed and endeavored, lo, these 
many years to build. 

A “confederacy” composed of all interested 
medical groups must function as a unit, or we 
shall awake to find our medical organization 
supplanted by lay groups, qualified or unquali- 
fied, well directed or misdirected, sincere or 
otherwise, attempting to solve the problems of 
public welfare which, by all odds, only the 
trained medical profession is qualified to initi- 
ate. No effort is too great, no labor too ex- 
haustive, if it advances the cause to which we 
are pledged. 

As a premise to discussion of the next prob- 
lem, it must be admitted that the exigencies of 
the times have forced governmental aid in 
maintaining even the most meager foundation 
of living, a semblance of equity in labor con- 
ditions, advancement in educational facilities 
and relief in various other phases of public wel- 
fare. Is it a far cry, then, to the needy indivi- 
dual’s claim on governmental agencies for per- 
sonal medical care, even hospitalization? Is 
not an equal opportunity to have good health 
just as much a right of the citizens of our 
State, as the right to education, protection 
from starvation, and relief from other ills to 


which man is heir? Why then, should not the 
government lend a helping hand to conserve 
health? Is not health the greatest asset of any 
nation—and should not the health of our 
citizenship be the paramount consideration of 
any government—local, state or national ? 


Whether or not we want to face this issue, 
no discretion is left. To stem the flood waters 
of the mighty Mississippi with a string would 
be quite as easy as the task which would con- 
front any individual, or any group so blind as 
to ignore or refuse to reckon with the popular 
clamor for governmental assistance. 


I have the definite feeling that in our social 
experiments affecting the lives of our people, 
we need all the safeguards of scientific dis- 
covery and laboratory findings. And _ lastly, 
I wish to leave with you the conviction that 
leadership in the social aspects of medicine 
must be developed from within and not with- 
out the ranks of medicine, 

Already, there has been perhaps too much of 
the defensive in our position—too much trying 
to justify an attitude—when we might have 
stated our stand, studied criticism and gone 
forward with a constructive program of ac- 
tion. Now of all times it is not possible to 
wrap one’s self in the toga of professional 
pride and stand on the principle that orthodox 
scientific medical practice is not a “commod- 
ity.” This sentiment may seem commendable, 
but it is a futile, outmoded gesture. 

In this propaganda-poisoned era, to my mind 
there is needless hysteria, too, about medical 
care. Here, also we are no doubt all in agree- 
ment that the only intelligent procedure is for 
the private practitioner and our public health 
worker to concede that the public, private and 
voluntary group each has its part to play, but 
that the highest service to society cannot be 
reached until there is the proper interrelation- 
ship and close unity of all, which is necessary 
to the success of our objective for more ade- 
quate health service for those unable to pro- 
cure it for themselves. 

In order to effect this adjustment, we must 
have a reorientation of our public health ma- 
chinery; the varying groups now functioning 
under one means or another, many indefinite 
in purpose and with diversity of direction, must 
be coordinated so that the best known and 
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wisest scientific measures, the necessary re- 
quisites to good health may be used to improve 
the quality of the health service and to extend 
the medical care it is our purpose to bring to 
those of our people who are in need of such 
service. 

To accomplish this, no basic change in our 
present system of medical practice is necessary ; 
no standardized, hidebound program for every 
doctor, health officer and medical society in 
every community is indicated; nor is 
need for any fantastic methods. Each com- 
munity can still have control of its local pro- 
gram, founded on the specific needs of the 
community to be served. 

This is in line with the expressed belief of 
Surgeon General Parran who said: “Every 
health organization should have local control 
and every health program should be built 
on the specific needs of the community it is 
designed to serve.” 

What is essential—an aggressive health or- 
ganization in every community with proper 
leadership to mobilize the forces now in the 
field and put into effect a program best suited 
to the community needs, taking into account the 
relationship between poverty and disease. Par- 
ticular attention should be given to rural sec- 
tions where, of necessity, there is a serious 
shortage of hospital and other health promotion 
facilities accessible to the average urban resi- 
dent. 

On the doctors and health workers in the 
parishes do we depend for necessary vital statis- 
tics and communicable disease reports which in 
the final analysis determine the intelligent, ef- 
fective functioning of the state and local health 
bureaus. 


there 


I would emphasize with all the power 
at my command that every individual doctor 
must promptly send in complete birth and death 
certificates if the State of Louisiana is to re- 
main in the United States Registration Area, 
in line with the other forty-seven states of the 
Union. I do not underestimate the demands 
on a doctor’s time but the urgency of the pres- 
ent situation necessitates my stressing the dire 
need of this cooperation. 

Every doctor licensed to practice in Louisiana 
owes it to himself, as well as to the organiza- 
tion, to become a member of the State Medical 
Society. In 1937, in the State of Louisiana, a 


total of 1,834 doctors were registered with the 
State Board of Medical Examiners. 
tive 


Our ac- 
year 1,316—this 
means that 28.2 per cent of the profession is 
not reaping the benefits to be had from mem- 
Why? 

Our component units should have a member- 
ship drive to bring into the fold those eligible 
A check of 
our records prompts me to urge more extensive 
local organization to increase the number of 
parishes included in society membership. At 
present, 47 parishes, only, are represented in 


membership last was 


bership in our organization. 


in their respective communities. 


the 41 organized parish societies. Again, why? 
I trust during the coming year at least a fair 
percentage of the present 
parishes will join the ranks. Dues are nominal, 
and not even the economic cataclysm which has 
so affected everyone should be allowed to stand 
in the way of this interchange of thought. No 
investment that any doctor can make will bring 
returns comparable to those from the small 
fees to the one organization whose very ex- 
istence is founded’ for the benefit of the mem- 
bership. 

The achievements of the State Medical So- 
ciety, to soar to the heights desired, must com- 
mand the personal service, active interest and 


17 non-organized 


unswerving loyalty of every individual member. 
Further, with this primary purpose in mind of 
working for the best interests of the physician 
and to insure more adequate care for the needy 
sick, it is quite obvious we should develop the 
closest spirit of harmony and cooperation be- 
tween the parish and district societies and our 
State organization. To glean added enthusiasm, 
I believe, too, in the value of exchange visits 
between state medical societies, especially of 
adjoining states. The ideas, benefits and in- 
spiration derived, more than justify the time 
and expense involved. 

A program to utilize present resources predi- 
cated on the wholehearted support of our mem- 
bership would react to the advantage of the 
medical profession to an extent almost as great 
as the citizenship served. 

Many studies, by many committees under the 
auspices of many governmental, volunteer, and 
other agencies have been pursued. To date, no 
accepted general program has been made avail- 
able. However, the hope now prevails that 
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from the preliminary report which has been 
submitted by the Interdepartmental Committee 
of the United States Public Health Service 
should evolve a united plan to meet the issue 
of medical care for the underprivileged groups 
of our social order. The committees of our 
Society, I know will lend their aid if help from 
the Louisiana State Medical Society is sug- 
gested, 

In summarizing the means of accomplishing 
some of our aims and objectives and making for 
the success of our organization to itself and to 
society, I would stress: 

1. Unification of administrative measures 

in public health. 

2. Coordinating public health and_ social 
welfare services where, obviously, such 
action would mean improved care for 
those affected. 

3. A more extensive use of our official 
organ—the Journal—which in turn in- 
terprets the actions of the Society and 
brings to the door of the members the 
happenings in the medical world. 

4. Balancing of resources now available by 
supplying deficiencies where the need is 
apparent in the various aspects of medi- 
cal care. 


wm 


The building of a more efficient organi- 
zation through its component branches 
by more frequent contact and more per- 
sonal responsibility, and bringing into 
our Society the entire medical profession 
of Louisiana. 

6. The creation of a permanent Speaker’s 
Bureau to spread the gospel of the sound 
policies and objectives of our organiza- 
tion, the newest discoveries in medical 
and scientific fields, and responsibility 
of the doctor, the health officer, the pub- 
lic health worker and all those jointly in- 
terested in the program of helpfulness to 
humanity. In connection with the Bu- 
reau, too, could be a supply of literature 
on public health education, or prepared 
articles on medical and allied subjects, 
for loan or distribution to local medical 
societies and civic groups. 

7. Consideration of a Hall of Health based 

on the very excellent exhibit of the Wis- 

consin State Medical Society housed in 


the main arena of the Milwaukee Audi- 
torium. The nature of the exhibit is 
similar to the display in the Hall of 
Science in Chicago, which proved a very 
popular feature of the Century of Pro- 
gress Exposition in 1933-34. The booths 
include history of roentgen ray, the story 
of anesthesia, laboratory diagnosis of di- 
sease, the pattern of blood vessels, cancer, 
public health, and other essential, pertin- 
ent subjects. If our Society could fos- 
ter such a demonstration, I believe its 
resulting public good would more than 
justify the labor and expense involved. 
I have left to the last, though far from 
the least, recognition of our Woman's 
Auxiliary. We should evidence our ap- 
preciation of their excellent work by aid- 
ing and cooperating in their efforts to 
uphold and extend their noble purposes. 
Thus can we assist in furthering their 
inspiration and goal to insure a healthy, 
happy and industrious citizenship capable 
of enjoying the fruits of their labors 
without worry or suffering. 
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I am impelled before closing to express my 
grateful appreciation of the unmerited honor 
conferred upon me at the meeting in Monroe, 
last year. Humbly do I thank you and infi- 
nitely more shall I appreciate your support, en- 
couragement and inspiration in developing this 
year’s program. 

On the threshhold of another milestone, it is 
our proud heritage that the achievements of 
the State Medical Society are still on the credit 
side of the ledger to justify our continuation. 

With this background, our obligations for 
altruistic service are doubled. Invaluable as 
our aims are in themselves, they take on a deep- 
er significance when they are considered as 
integral parts of a comprehensive program in 
our State, District and Parish Societies. 

It is my firm belief that our objectives are 
not beyond the attainable and can be realized 
by mutual agreement among the various in- 
terests and organized medicine. As I see it, 
our prime purpose is to have our State Medi- 
cal Society fulfil the spirit and substance of 
service founded on loyalty and tradition. Thus, 
may our vision of ‘the past become the reality 
of today, and the guiding star of the future. 
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If we stand by our ideals, then will it be not 
“only in dreams that we reach the sapphire 
walls by Jacob’s ladder.” 





AN ADDRESS* 


O. P. DALY, M. D. 
LAFAYETTE, La. 


You have heard many speeches and eloquent 
speeches by the men who are responsible for the 
entire free hospitalization movement. These 
men have told you much better than I can, how 
this movement originated, how it was conceived, 
formulated, legislated and finally brought to 
completion ; therefore I am not going to attempt 
again to cover these points. This would simply 
be repetition. The reason that I have been 
asked to address you is because I was selected 
as Superintendent of the first unit established 
by the State Hospital Board, namely the one at 
Lafayette, and by virtue of that fact have pos- 
sibly had more experience in this particular kind 
of work than most of you here, and have had 
an opportunity to study the way the system is 
functioning. All of you know that the Hospital 
Board was created by the Legislature in 1936. 
The purpose of this Board was to arrange facili- 
ties for the care of the destitute sick people of 
our state. The members of the State Hospital 
3oard are Governor Leche, Ex-officio Chair- 
man, Mr. E. A. Conway, Mr, Charles I. Dene- 
chaud, Mr. J. L. Keenan and Mrs. Bolivar 
Kemp. This Board made the very wise appoint- 
ment of Mr. A. R. Johnson as State Hospital 
Director ; in the opinion of everyone who knows 
him, the very best man available. 

The reasons for the appointment of this 
board and the establishment of these hospitals 
are very clearly set forth in the act which states, 
“Whereas, the facilities of the state owned in- 
stitutions for such purposes are in central lo- 
cations, and, whereas due to distance, care and 
treatment of indigent and destitute sick persons 
are often delayed, thereby endangering the pub- 
lic health,” there shall be instituted a number 
of small charity hospitals and wards throughout 
the State. As you know the State purchased the 
St. John Hospital in Lafayette and on Septem- 
"*Delivered at the exercises at the breaking of 


ground for the Mid-State Hospital, Alexandria, La., 
March 5, 1938. 
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ber 1, 1937, began operation of the first State 
Board Hospital. This hospital is now operating 
in a limited capacity, pending the completion of 
the building in process of construction which 
will ultimately house 250 patients. All of you 
are, of course, very familiar with the circum- 
stances connected with the magnificent institu- 
tion which is being constructed here in Pine- 
ville and which will care for approximately the 
same number of patients. 


It is my understanding that another unit will 
be constructed in the near future in Monroe. 
The State has purchased a beautiful home in 
Independence and a small unit for about 64 pa- 
tients will shortly be in process of construction 
there. The town of Jonesboro has contributed 
a hospital building and site which I understand 
will be turned over to the State Hospital Board 
in the near future and will accommodate ap- 
proximately 20 patients. Two other small units 
will probably be constructed in other locations 
in the State. The object of course is to bring 
the hospitals to the patients rather than the pa- 
tients to the hospitals. 

Now just a word as to the manner in which 
patients will be admitted to these hospitals. It 
must be distinctly understood that my remarks 
today do not apply to the Shreveport Charity 
Hospital nor to the New Orleans Charity Hos- 
pital. These two institutions are under a sepa- 
rate management and are not under the control 
of the State Hospital Board. The State Hos- 
pital Board very wisely, in my opinion, has 
placed every restriction possible around the ad- 
mission of patients to State Hospital Board con- 
trolled institutions. They have taken away 
from the physicians the responsibility of de- 
ciding just who is eligible and who is ineligible. 
At first thought, this may not appeal to you, 
but I believe that a little further consideration 
will show you that it is one of the wisest things 
that could be done and one that will relieve you 
of a great deal of annoyance and trouble. As 
practicing physicians, all of you know that it is 
very embarrassing at times to have to refuse 
to give a patient a certificate stating that he 
or she should be admitted to a Charity Hospital. 
By refusing these certificates, we often make 
enemies of our patients; unfortunately, some 
other physician, not so conscientious, may give 
the certificate demanded by them and the con- 
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scientious physician then has to bear the brunt 
of the patient’s displeasure. Under the system 
inaugurated by the State Hospital Board, all of 
this has been changed, The only things that we 
as doctors, are requested to do is to give a 
certificate stating that the patient is in need of 
The patient then must take this 
certificate to the Welfare Department of the 
The Wel- 
fare Department, through its trained workers, 


hospital care. 
-arish in which he or she resides. 


investigates the financial status of this patient 
and decides whether or not the patient should 
receive free hospital care in one of these hos- 
pitals. You are perfectly free to give a certifi- 
cate to any person applying who, in your opin- 
ion, is in need of hospital treatment; that is 
all you are called on to do. Your responsibility 


ends there. It make no difference to you 
whether your patient is an indigent or not. Let 
the Welfare worry about that. That is 


worry which has been taken off your shoulders, 


one 


Now the question arises as to emergency 
cases. Sometimes as we all know patients must 
be rushed to a hospital. Every practicing phy- 
sician has the right to send into any of these 
hospitals any patient at any hour of the day or 
night who, in his opinion, requires emergency 
treatment. It is not necessary for emergency 
cases first to contact the Parish Welfare De- 
partment. In conjunction with this, I beg of 
you, however, that you use every discretion pos- 
sible in this matter in order to prevent abuse 
of this privilege and unfair competition with 
private hospitals. Now what happens to these 
emergency cases? They are admitted and cared 
for irrespective of their financial status. These 
cases are then promptly reported to the Parish 
Welfare Department by the hospital. <A rigid 
investigation of their financial condition is car- 
ried out and if they are declared ineligible for 
care by the State, they are then billed by the 
hospital for services rendered to them and are 
made to pay the State as they would any pri- 
vate institution. This is as it should be because 
we have no right to refuse to care for any one 
during an emergency, but, when the emergency 
period is over, these patients should be trans- 
ferred to private institutions and they should be 
forced to pay the State for the care that has 
been given them in the state owned institutions. 


Public Welfare agencies can hardly make 
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any move which is not directly or indirectly 
concerned with the health of their clients. Good 
housing, good food, financial assistance to ob- 
tain them, and work for employables are all 
health measures. Physicians alone can proper- 
ly evaluate the effectiveness of such measures 
on the health basis, and, as they are called in 
by industry, so should they be called upon in 
the formulation of our public welfare program 
in Louisiana. 


Particularly is this true of the State Hospital 
3oard, and, as a servant and co-worker, I wish 
to make a plea for sound criticism from all doc- 
tors of the measures instituted by State gov- 
ernmental authorities and particularly of the 
manner in which they are administered and per- 
formed in State and local communities; I urge 
the non-medical authorities to seek out and lis- 
ten to the advice of physicians in all that they 
undertake that is concerned with the health of 
their people, and that means practically every- 
thing they do; and I hope that every physician, 
whether serving the community in a public or 
private capacity will study the problems with 
which we are faced, in order to know whereof 
he speaks when he criticizes public health and 
public welfare measures, but never to cease in 
his criticism, 

When this hospitalization program was first 
contemplated, there was a great deal of un- 
easiness among the physicians of the State of 
Louisiana, because when all is said and done, 
the physician is dependent upon the proceeds de- 
rived from the practice of this profession for 
his livelihood and the care of those near and 
dear to him. Any measures instituted by State 
or Governmental agency affecting his welfare 
are as a matter of course of great concern to 
every physician. 

The physicians in the parishes to be served by 
the Lafayette Charity Hospital in common with 
all others, were uneasy and very much con- 
cerned. It is with a great deal of pride that I 
am able to testify to you today that this fear, 
this uneasiness and this concern have been re- 
lieved in the minds of the doctors in our ter- 
ritory because they have now familiarized them- 
selves with the manner in which this hospital ts 
io be conducted, with the scope of its activities 
and are assured to their own satisfaction that 
the State Hospital Board’s intention is to take 
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away from the doctors just one thing and that 
thing is this: to remove from their shoulders 
the unjust burden of caring for the indigent sick 
and ill of our State. 
but as tax-payers are we vitally interested in 


Not only as physicians 


seeing that these institutions are for the care 
of the destitute people of our State and for no 
other class of people. Admission of any other 
individuals would be an unjust burden upon the 
tax-payers of the State of Louisiana and an 
unfair discrimination against the practicing phy- 
sicians and dentists of the State. Such is not 
the intention of the State Administration, or 
of the State Hospital Board. As a further proof 
of the sincerity of Governor Leche, Mr. John- 
son and the State Hospital Board, they have 
requested that the parish medical society of each 
parish appoint a committee of physicians. This 
committee, or these committees, from the vari- 
ous parishes are to meet in the hospital at in- 
tervals most suitable to them. All records per- 
taining to the admission of patients are placed 
at their disposal and they are urgently requested 
to report to the superintendent of the institu- 
The members 
of these committees should challenge the ad- 


tion any irregularities observed. 


mission of any patient who in their opinion 
deserve treatment in a State owned 
institution. The superintendent then requests a 
written report of the investigation carried on 
by the Parish Welfare Department. This infor- 


does not 


mation is placed at the disposal of the commit- 
tee. Should they decide that the patient is in- 
eligible, the hospital will bill the patient for the 
services rendered and the Attorney General 
of Louisiana is the collecting agency. There is 
such a committee functioning in Lafayette Par- 
ish. I assure you that it is an active commit- 
tee. The doctors on it are intensely interested 
in protecting their own interests and every as- 
sistance is given them to see that this is done. 

The other committees have not been ap- 
pointed so far because of our limited capacity. 
However, as soon as the hospital is completed, 
the parish medical societies of each parish served 
by the Lafayette Charity Hospital, will be re- 
quested to name such a committee and I earnest- 
ly beg of you gentlemen to serve actively on 
this committee. 

Everyone connected with this program realizes 


its magnitude, realizes its far reaching conse- 
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quences and I honestly believe that everyone is 
sincere in the desire that no harm be done to 
organized medicine or dentistry and that private 
institutions will not suffer from unfairness and 
unjustifiable competition. 





ENDOCRINE DEFICIENCY IN 
SYPHILIS 
HARRIS HOSEN, M. D. 
Port ARTHUR, TEXAS 


The mental deficient child is a most import- 
ant problem both socially and medically. To 
obtain results of a favorable nature in this 
field, it is essential to correct the responsible 
condition in early childhood, for after a de- 
ficient brain 
growth little can be done to change its essential 
protoplasm. Thus it is the problem of the 
pediatrist to isolate those patients amenable to 


reaches a maximum physical 


treatment before irreparable damage is done. 

The mental deficient child ranges from a 
slight deviation from normal to the hopeless 
idiot. This type of child may be handicapped 
by cerebral injury or inherent states compris- 
ing morons, idiots and imbeciles. The mental 
deficient, due to such conditions, has little hope 
for rehabilitation of the mind, but there are 
«a large number of cases of deficiency which 
have an endocrine background and these can 
be saved for society by early diagnoses and 
treatment. 

The formation of a healthy mind in utero is 
determined by proper tissue differentiation for 
which the thyroid gland is solely responsible. 
Beginning with the embryo this is the most im- 
portant gland in the body with the pituitary in 
second place. After birth the pituitary gland 
becomes primary and the thyroid secondary. 
When the thyroid gland presents 
characteristic mental and physical retardation 


deficient 


and functional non-endocrine system reactions, 
frequently attributed to other causes. 

The pituitary and associated glands play an 
important part in development; but, a defici- 
ency of these glands, unlike that of the thyroid, 
does not cause mental deficiency. Whenever the 
pituitary gland is responsible for some malady 
with an associated mental deficiency, it can be 
dogmatically said that this mental state, if en- 
docrine in origin, is not due to the pituitary 
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imbalance, but to an associated thyroid defici- 
ency. With this in mind, every case with any 
degree of mental deficiency should be con- 
sidered as thyroid in origin until proved other- 
wise. Far too often a deficient mind is blamed 
on malnutrition, cerebral injury, rickets, syphi- 
lis or inherent states of mental deficiency. It is 
important that in these cases the thyroid origin 
should be eliminated before treating any con- 
comitant condition which may be present. 
DIAGNOSIS 

Fortunately, the diagnosis of thyroid defici- 
ency can be made with little or no chance of 
error, by the proper study of the epiphyses of 
the skeletal 
roidism is accompanied by a retarded appear- 


framework. Invariably hypothy- 
ance of the epiphyses and centers of ossification. 
attributed to 
rickets and syphilis in addition to thyroid de- 
ficiency; but, Signorelli, Hosen, and Miles’ 
proved conclusively that rickets and syphilis 


Such a phenomenon has _ been 


cause an early or normal appearance of the 
epiphyses. 

A cardinal rule thus should be that whenever 
a state of late mental development exists, with 
evidence of retarded ossification, the diagnosis 
of thyroid deficiency should be made regard- 
less of concomitant diseases. 

It is with this idea in mind that I present 
three cases of congenital syphilis associated with 
The mental state in 
cases had always been intimately considered as 


mental deficiency. these 
secondary to the congenital syphilis and treated 
likewise. The consequence of this was an im- 
provement of the syphilis but no improvement 
of the mind. 
CASE REPORTS 

Case 1. H. B. Jr.. an infant of 22 months of 
age, came to me with the chief complaint of re- 
tarded growth, retarded mentality, restlessness, 
and anorexia. The child was born of a syphilitic 
mother and had a positive Wassermann at birth. 
He was adopted at the age of one month at which 
time luetic treatment was started and was 
tinued until the child was eighteen months old. 
Treatment was stopped, for the foster mother 
could see no progress in the child’s mental and 
physical condition. At the age of twenty-two 
months the patient had a vocabulary of two words 
—‘mama” and “papa”— and could not stand alone 
without support. His first tooth came at one year; 
he sat alone at fifteen months; he stood up with 
minor support at twenty months of age. 


con- 
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The physical examination revealed a patient 
fairly well developed and nourished for a child 
of about one year of age. The mental study was 
one year old. His features and expression were 
normal in every respect. The roentgenologic 
findings were as follows: The distal epiphysis of 
the tibia was present but small (appears first 
year); three tarsal bones were present, (five ap- 
pear normally); the distal epiphysis of the fibula 
was absent—(appears second year); no centers 
were present in the wrist, (at this age the distal 
epiphysis of the radius and two carpal bones 
should be there); the capitellum was absent in the 
elbow (appears second year). The epiphyseal de- 
velopment was normal for a child of six months 
and the mental development normal for a child of 
one year. 


The diagnosis of congenital thyroid deficiency 
and congenital syphilis was made. The patient 
was placed on thyroid to tolerance with immed- 
iate improvement manifested by loss of anorexia 
and restlessness. Within one month the patient 
developed a vocabulary of ten to fifteen words and 
could walk well. After one year of treatment the 

















Fig. 1. Case 1, 22 months’ old child, with mental and 
physical development of one year; epiphyseal develop- 
ment of under one year. 
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patient had the mental and physical development 
of a child over two years of age. 

This patient of five years and two 
months of age had the chief complaints of right 


Case 2. 

















Fig. 2. Case 1. Roentgen ray showing epiphyseal de- 


velopment. 
sided convulsions. (right side of face and body), 
and retarded mental development. 


The past history was that at two years of age 
the patient had right sided convulsions. This 
occurred four or five times a week for one year, 
the attacks lasting from a few minutes to four 
hours. A diagnosis of syphilis was made and treat- 
ment was started and continued for six 
at a charity hospital. This was followed by a 
marked improvement in the luetic condition but 
the mental state did not improve in comparison. 
At four years of age the patient had an attack 
of convulsions which resulted in hemiplegia last- 
ing one month. Treatment for syphilis was again 
instituted at a second charity hospital for another 
six months. Again the luetic condition improved 
but the patient continued to have slow 
growth. 


months 


mental 


The patient’s birth weight was seven and a half 
pounds; the first tooth came at one year; he sat 


alone at one year, walked alone at three years; 
and he talked at three and a half years. 


Physical examination revealed a patient fairly 
well developed and uourished for a child of four 
years. The mental development was of a three or 
four year old child. The features and expression 
were those of a normal individual. 

The laboratory findings showed that the father 
and mother had positive Wassermanns. The patient 
had a 4 plus spinal and a 3 plus blood Wasser- 
mann. 

A roentgenologic study showed the proximal 
epiphyses of radius absent—(appear normally in 
fifth year of life); the distal epiphysis of the ulna 
was absent—appears normally the sixth year of 
life); the distal epiphysis of the radius was pre- 
sent but very small—(should appear second year); 
four carpal bones were present—(normally at this 
age there are six bones present); the proximal 
epiphyses of the thumb were absent—(appear nor- 
mally near three years of age). The epiphyseal 
development was of a child approximately three 
and a half years of age. The mental development 
was of a child three to four years of age. 

A diagnosis of congenital syphilis with cerebral 
involvement plus congenital thyroid deficiency was 
made. 

Luetic 


treatment was continued plus adequate 

















Fig. 3. Case 2, child aged 5 years, 2 months, with 
epiphyseal and mental development of 3 to 4 years. 
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thyroid medication. The patient immediately 
showed marked improvement. This treatment was 
followed for three months when the family moved 
from town. During the three months of treatment 
with thyroid the parents noted more improvement 
in the child’s mental condition than in the past 
year or so. 
Case 3. This patient J. K., aged two years 
and nine months, had the chief complaints of 
mental deficiency and general weakness. This 
child weighed six pounds at birth, was delivered 
normally. At one year and nine months of age 
the child’s family was given a serologic examin- 
ation with these findings: father, four plus; 
mother, four plus; brother, aged six, four plus; 
patient, four plus Wassermann. This child was 
then placed on luetic treatment with excellent 

















Fig. 4. 
velopment. 


Case 2. Roentgen ray showing epiphyseal de- 


physical improvement. During this time there was 
no mental improvement. The patient was brought 
to me one year later. His first tooth came at one 
year; he held his head up at eighteen months; 
and he sat alone at two years. The child was 
unable to stand alone or talk at two years and 
nine months. 

Physical examination showed a patient under- 
nourished and underdeveloped. His general ex- 
pression was that of idiocy. 

A roentgenologic study showed the capitellum 
present but small—(appears normally second year 
of life); two carpal bones were present (normally 
there should be three); the epiphyses of the meta- 
carpal bones were all absent (normally appear 
third year of life); the distal epiphysis of the 
radius was absent (appears second year of life); 
the proximal epiphysis of the thumb was absent— 
(appears at three years). The epiphyseal develop- 
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Fig. 5. Case 2. Roentgen ray showing normal epiphy- 
seal development in child of 5 years, to be contrasted 
with Case 2, Figure 4. 

















Fig. 6. Case 3. Roentgen ray showing epiphyseal de- 
velopment in child 11 years of age. 
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ment was of a child of one year. The mental de- 
velopment was of a child of six to nine months of 
age. 

A diagnosis of congenital thyroid deficiency plus 
congenital syphilis was made. 

The syphilis was not treated in order to watch 
the action of thyroid medication. After one month 
of treatment the patient died of intercurrent in- 
fection. During the course of this short treat- 
ment there was phenomenal improvement mani- 
fested by keen interest in surroundings, playful- 
ness, recognition of objects and people previously 
ignored. At the end of one month the patient could 
stand easily with only slight assistance. The facies 
showed surprising improvement in this short course 
of time. 

SUMMARY 


These three cases of syphilis all had con- 
comitant states of hypothyroidism. All of these 
patients showed definite improvement of syphi- 
lis but no improvement of the mental condition 
when given luetic therapy. A study of the 
epiphyseal development made it possible to diag- 
nose the presence of thyroid deficiency, the 
treatment of which gave universal improvement. 
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THE RELATIONSHIP OF RHEUMATIC 
FEVER TO SUBACUTE BACTERIAL 
ENDOCARDITIS 


JOHN ARISTIDE HOLMES 
NEw ORLEANS 


Rheumatic fever must be considered as es- 
sentially a disease of the heart, and as such, 
it is a severe and crippling condition. Yet, it 
has only recently been considered sufficiently 
the attention of the 
medical profession as a whole. 


as a menace to engage 


Mortality records show that cardiac disease 
is one of the major causes of death; of these 
the percentage of rheumatic origin is certainly 
high. Cabot, upon analyzing 600 cases of fatal 
heart disease, found 278 or 46 per cent of 
which he classifies as rheumatic in type. As- 
kins estimates that 50 per cent of heart disease 
is rheumatic in origin. 

Poynton has remarked, “The resigned ac- 
ceptance of the fact that hundreds of young 


lives are damaged by rheumatism contrasts 


vividly with the extraordinary efforts that are 
made to prevent tuberculosis.” Thus, it be- 
hooves one to have as complete and thorough 
an understanding of the condition as is pos- 
sible. 

Any discussion of two apparently separate 
and distinct clinical entities, in an attempt to 
determine the relationship that exists, if any, 
must necessarily be one of their etiology pri- 
marily. Accordingly, a resume of the facts in 
each instance will be undertaken. 

ETIOLOGY OF RHEUMATIC FEVER 

Rheumatic fever is essentially a disease of 
temperate and sub-tropical climates, although 
there are notable exceptions to this rule. New- 
sholme! has shown that there is a definite cycle 
in the incidence, with peaks every four to six 
years, coinciding with periods of deficient rain- 
fall. 

Atwater! and Coburn*® have stressed the cor- 
relation between the incidence of 
rheumatic fever and other streptococcal infec- 
tions, notably scarlet fever and upper respira- 
tory infection. 


existing 


There is a very definite and 
marked seasonal variation, Church,? in London, 
points out a rapid rise in late summer, with 
highest incidence in the fall months, with a sud- 
den drop at the beginning of winter. In Amer- 
ica, the greatest number of cases occur in late 
winter and spring. 

Age is one of the most important factors, the 
disease being one of youth. Church, analyzing 
943 cases, found that 58 per cent of primary 
attacks occurred before the age of 20 years; 
26 per cent between the ages of 20 and 30, 
and 13.5 per cent between 30 and 40 years. 

There are no marked differences in the sex 
incidence ; in the first decade, females are more 
often affected than males in the ratio of 3:2. 
In adults, the reverse is true, males being ap- 
parently more susceptible than females. Peri- 
carditis and mitral stenosis are more prone to 
occur in young females. Pregnancy occurring 
in a rheumatic patient, usually renders the 
course more severe and the prognosis more 
unfavorable. 

Social conditions exert a definite influence. 
It is more common in the middle classes than 
in either extreme of social groupings, being 
favored by dampness, exposure and undernu- 
trition. Recent studies have stressed the role 
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of vitamin C. However, until more definite 
proof is available, it should be considered as 
part of a general vitamin deficiency, concomit- 
ant with malnutrition. 

Racial differences do not seem to affect ma- 
terially the predisposition to infection, Fur- 
ther, the role of heredity is extremely difficult 
to evaluate. Cheadle? stated that 70 per cent 
of private patients had a definite familial ten- 
dency while other observers believe its influ- 
ence to be negligible. 

EXCITING FACTORS 

Achalme first attempted to demonstrate that 
rheumatic fever was due to a large bacillus. In 
1897, Triboulet and Coyon? isolated a diplo- 
coccus from the blood of 16 cases of rheumatic 
fever and one of chorea. They reported the 
experimental production of mitral stenosis and 
endocarditis in rabbits by inoculation with these 
Apert*, in 1898, demonstrated a 
diplococcus in the blood of a patient with 
chorea. Westphal, Malkoff and Wassermann* 
in 1899, isolated streptococci from the brain, 


organisms, 


spinal cord and heart valves of rheumatic pa- 
tients. They also reported the experimental 
production of arthritis in rabbits. 

In 1900, Poynton and Paine* cultured a non- 
hemolytic streptococcus from the blood of eight 
patients with rheumatic fever; in rabbits these 
organisms caused arthritis, valvulitis and peri- 
This 


rheumaticus, was probably identical with that 


carditis. organism, called Diplococcus 


described by Westphal, Malkoff and Wasser- 


mann. 

Phillips* in 1903, reported negative blood 
cultures in 31 cases of rheumatic fever. In 
1908, Loeb* found Diplococcus rheumaticus 


in the blood of eight patients; 37 other patients 
had a negative blood culture. Beattie* reported 
Diplococcus rheumaticus from three cases 
but found the heart muscle to be sterile. 

In 1913, Rosenow’,* cultured a streptococcus 
from the blood of seven out of eight rheumatic 
patients. He classified the organisms found 
into three groups, as follows: (1) green-pro- 
ducing; (2) hemolytic and (3) indifferent. He 
also reported the experimental production of 
arthritis, pericarditis and endocarditis. 

1914, cultured 
streptococci similar to those reported by Poyn- 


ton and Paine, from 43 out of 60 cases of 


Henry*, in non-hemolytic 
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rheumatic fever, There were four positive 
joint cultures in five cases and seven positive 
cultures of pleural exudates. In all, there were 
78 per cent positive cultures for the organisms. 

Swift and Kinsella® reported 12 per cent 
positive blood cultures of non-hemolytic strep- 
tococci in 58 cases. 

In 1925, Clawson and Bell* reported a num- 
ber of positive cultures using a different tech- 
nic; they also produced experimental lesions 
similar to, if not identical with, those of rheu- 
matic fever. 

Lewis and Longcope? caused arthritis in rab- 
bits by inoculation with streptococci isolated 
from cases of endocarditis, chorea and arthritis. 
These organisms were identical with those de- 
scribed by Poynton and Paine. 

Small,* in 1927, isolated a streptococcus from 
cases of rheumatic fever which he thought was 
specific; he termed it Streptococcus cardio- 
arthritidis. 

Birkhaug® described a non-methemoglobin 
forming streptococcus in rheumatic fever pa- 
He experimentally produced arthritis, 
subacute endocarditis, myocarditis, and epi- 
carditis. There was a peculiar tendency to the 
development of mitral stenosis in these animals 


tients, 


and large mural vegetations were repeatedly 
found at autopsy. Many bacteriologists con- 
sider this organism to he identical with that 
described by Small. 

In 1928, Zinsser and Wut reported positive 
cultures of 
rheumatic patients. 

Surangi and Forro* obtained 68 per cent 
positive cultures in 25 cases of rheumatic fever. 

Nye and Seegal,* in 1929, reported no posi- 


streptococci from the spleen of 


tive cultures in 50 cases of rheumatic fever. 

Cecil et al,* in 1929, obtained 83 per cent 
positive blood cultures in 31 cases. 

In 1933, Callow® found 79 per cent positive 
cultures in 174 rheumatic patients, 48 per cent 
in cases of chorea, 66 per cent in patients with 
upper respiratory infection, 30 per cent in cases 
of other febrile diseases and 8 per cent in 
“normal subjects.” The isolated 
Streptococcus viridans 35 per cent; 
Streptococcus anhemolyticus 6 per cent, and 
pleomorphic bacilli 51 per cent. 


organisms 
were: 


IMMUNOLOGIC STUDIES 
Swift and Kinsella,21 in 1917, studied 10 
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strains of non-hemolytic streptococci isolated 
from the blood of rheumatic patients. They 
were unable to find any immunologic grouping 
by means of complement fixation tests. 

Libman, ** in 1923, reported that there were 
no constant serologic reactions to anhemolytic 
streptococci in rheumatic patients; in subacute 
bacterial endocarditis a positive complement fix- 
ation test was uniformly present. 

Clawson and Bell’ studied the immunologic 
characteristics of 11 strains of streptococci 
isolated from the blood of rheumatic patients 
and three strains from cases of subacute bac- 
terial endocarditis, They found definite inter- 
relation among, the strains, and stated that the 
organisms could not be differentiated by ag- 
glutination methods alone. 

Small has studied the immunologic charac- 
teristics of cardio-arthritidis. 
He found the opsonic index of the patient’s 


Streptococcus 


serum to be low in the acute stages of the dis- 
ease and elevated during favorable stages, the 
titer closely paralleling the clinical condition. 
Further, he produced a_ specific anti-serum, 


which when given to these patients caused 
marked improvement in their general condition 
and in some, apparently halted the process com- 
pletely. 

Birkhaug** described the skin phenomena of 
rheumatic patients as being analogous the the 
Arthus phenomenon, He determined the skin 
sensitivity of rheumatic patients and normal 
controls to the non-methemoglobin forming 
Rheumatic children and adults 


showed 76 per cent and 56 per cent positive 


streptococcus. 


reactions respectively; while controls showed 
11 per cent and 18 per cent positive reactions. 
Cecil et al* studied 36 strains of streptococci 
and found that there was a definite tendency 
for them to fall into six biologic groups. 
Goldie and Griffiths*® have studied the im- 
munologic relationships of both hemolytic and 
non-hemolytic streptococci to rheumatic fever. 
They found that 88 per cent to 92 per cent of 
rheumatic patients had 
anhemolysin values of the controls 
showed increased values in from 3 to 13 per 
cent of cases. Further, 77 per cent of rheu- 
matic patients had positive skin reactions to 
toxic filtrates of the organisms; only 27 per 
cent of the cases were positive for Streptococcus 


definitely increased 


sera; 


viridans, whereas the control showed 24 per 
cent positive reactions to the same organism. 
Positive agglutinations for Streptococcus hem- 
olyticus were found in 80 per cent of cases; to 
Streptococcus viridans in only 6 per cent, while 
the controls showed 5 per cent positives to the 
same organisms. These results were correlated 
with the clinical findings and it was shown that 
the highest percentage of positive skin reactors 
occurred in the stable cases, that is, those with- 
out joint symptoms; in the progressive cases, 
the number of positive reactors was low, They 
then concluded that a negative skin test indi- 
cates a-lack of antibody formation; in active 
states there is a deficiency of endotoxin, while 
in inactive states there is sufficient endotoxin 
produced to cause a positive skin reaction. 

Todd ' was one of the first to demonstrate 
and point out the significance of the antistrep- 
tolysin level of the blood serum of rheumatic 
individuals. This confirmed 
and amplified by the intensive works of Co- 
burn, Pauli and others in this country. 

The studies of Coburn and Pauli,® 1: '* '. 4 
led them to the 
about the etiology of rheumatic fever. 


work has been 


have following conclusions 
There 
is a definite correlation between the geograph- 
ical distribution of 
ticus and rheumatic 


Streptococcus hemoly- 


fever. Corresponding to 
the seasonal rise of hemolytic streptococcal in- 
fection, the curve of incidence of rheumatic 
fever shows a similar form. 

There is a definite environmental influence. 
When rheumatic patients are in the tropics, 
hemolytic streptococci disappear from the flora 
of the throat and recrudescences are definitely 
diminished. When returned to their original 
habitat, the reappearance of hemolytic strep- 
tococci in the throat flora is concomitant with 
the development of recrudescences, 

They also believe that rheumatic fever is 
definitely associated with hemolytic 
tococci of different biologic types. These or- 
ganisms are characterized by the ability to pro- 
duce strong skin toxins and streptolysins and 
were indistinguishable from scarlatinal strains 


of the organism. 


strep- 


Infection with these hemoly- 
tic streptococci causes the production of a sub- 
stance, antistreptolysin, presumably from the 


antibody producing tissues, which alters 


mesodermal structures. It is produced, how- 
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ever, only when there is an immune response 
to infection, (In normal persons, the mean 
antistreptolysin serum level is 50 units; the 
mean level in patients with acute rheumatic 
fever is 500 units. 

In the rheumatic patient who develops a 
recrudescence, there is a concomitant rise in 
the antistreptolysin titer of the serum. The 
greater the antibody response, the greater is 
the severity of the rheumatic recurrence. The 
persistence of high serum values months after 
the attack is evidence of the long continued 
presence of the antigen, presumably the caus- 
ative organism itself. 

In the absence of an antibody response, the 
rheumatic recrudescence fails to develop. Fur- 
thermore, those strains which failed to pro- 
duce skin toxin and streptolysin, and did not 
give rise to the development of high titers of 
antistreptolysin, were similarly ineffective in 
initiating a rheumatic recurrence. 

Coburn and Pauli also demonstrated. that 
active immunization with toxin neither prevents 
nor inhibits the development of the rheumatic 
process. In addition, the passive immuniza- 
tion prior to the expected attack does not de- 
crease, and in some instances, may increase the 
intensity of the rheumatic recrudescence. 

However, there is some conflicting evidence. 
Wheeler et al ** studied 4867 throat cultures 
from 123 rheumatic patients and 1231 cultures 
of non-rheumatic individuals. They could 
find no significant difference in the frequency 
of occurrence, nor in the time of appearance, 
of hemolytic streptococci in the flora of rheu- 
matic as contrasted with non-rheumatic pa- 
tients. Further, there was no marked differ- 
ence in the percentage incidence during health, 
upper respiratory infection or in rheumatic re- 
currences, 

Wilson ** studied 222 rheumatic patients for 
two years; he found that less than 10 per cent of 
recrudescences were preceded by upper respira- 
tory infection. He concluded that the designa- 
tion of streptococcal respiratory infection solely 
on bacteriologic grounds was not justified and 
that the presence or absence of hemolytic 
streptococci in the flora of the throat is prob- 
ably of minimal etiologic significance. 

Swift *? states that most patients suffering 
recrudescences give a history of repeated non- 


specific upper respiratory infections, that is, 
rhinitis, tonsillitis, sinusitis, otitis, or bron- 
chitis, over a period of years. 

Collis *4 reported that nine out of eleven 
children who developed hemolytic streptococcal 
upper respiratory infection also developed 
rheumatic recurrences. In cases of mnon- 
specific respiratory infections there were no 
exacerbations of rheumatic symptoms. 

Weinstein and Styron*! studied the throat 
flora of 321 cases. They found no significant 
differences in the incidence of hemolytic strep- 
tococci in rheumatic and non-rheumatic chil- 
dren. The percentage was not increased dur- 
ing recrudescence and the latter occurred just 
as frequently without upper respiratory in- 
fection. 

Wilson et al 78 determined the antistrep- 
tolysin level of the blood serum of rheumatic 
and non-rheumatic individuals. They found 
increased levels in only 20 per cent of patients 
with recurrences. Also, due to the wide range 
of normal values, 20 to 100 units, they con- 
cluded that such determinations were not of 
specific etiologic significance. 

Birkhaug*? and Kaiser** found rheumatic 
patients more susceptible to toxic filtrates of 
indifferent streptococci. The Dick test was 
uniformly negative in this series hence they 
concluded that hypersensitiveness is largely 
to streptococcal products and has little relation 
to type specificity of the organism, 

DISCUSSION 

From the above observations, it is evident 
that the etiologic agent of rheumatic fever is 
not definitely known. Koch’s postulates have 
not been fulfilled, and until more conclusive 
experimental proof is available, one must 
theorize as to the pathogenesis of the condi- 
tion. 

The most prevalent belief at present is that 
rheumatic fever is a condition occurring in 2 
sensitized individual due to streptococci, with 
certain characteristic constitutional and tissue 
reactions. Whether or not this is due to a spe- 
cific strain has not been satisfactorily deter- 
mined, although it seems that reactivations in 
the rheumatic subject can be brought about by 
various types and strains of streptococci. 

Irving-Jones,? after having worked with both 
hemolytic and non-hemolytic streptococci, con- 
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cludes that: (1) The streptococci of the upper 
respiratory tract of rheumatic children are 
identical culturally and morphologically with 
those of normal children; (2) persons suffer- 
ing from rheumatic fever show marked skin 
sensitivity to filtrates from a wide variety of 
streptococci rheumatic or non- 
rheumatic subjects; (3) the skin sensitization 
is most marked in the acute stages of rheumatic 


either from 


fever and chorea, especially when acute carditis 
is absent. It is less marked when patients are 
clinically well. (4) In cases where skin reac- 
tions are followed over a long period of time, 
it is possible to divide the reactions into definite 
phases which are analogous to certain cases of 
experimental allergy; (5) 
indicate a definite relationship between rheu- 


these observations 
matic fever and streptococci, but do not impli- 
cate any single or specific strain. It is sug- 
gested that the rheumatic state is an allergic 
response of certain predisposed individuals to 
the common streptococci of the upper respira- 
tory tract. 

“rheumatic 
state.” This is probably the best term for the 


Coburn introduced the term 


condition of the individual who has become 


sensitized by a streptococcal infection to such a 
degree, that he reacts to the further absorption 


of toxic products by the constitutional and 
local tissue reactions which one calls rheu- 
matic fever. Furthermore, he believes that 


there are three stages in the pathogenesis, 
namely: (1) The stage of acute upper respira- 
tory infection by hemolytic streptococci; (2) 
a symptom-free period, in which the organisms 
disappear from the throat flora; (3) the acute 
rheumatic attack concomitant with the rise of 
the anti-streptolysin level of the blood serum. 
This conception is based on the observations 
previously stated. The allergic hypothesis is not 
new, but was first advanced by Menzer about 
30 years ago, and it has been recently reacti- 
vated by Swift, Zinsser, Weil, Coburn and 
others. 

As Swift points out the allergic theory does 
not establish unequivocally the etiologic role of 
streptococci, but merely gives us the best ex- 
planation of how all of the different strains 
could produce the same clinical and pathologic 
picture, The sensitization which results in the 
chronic state must be brought about by chron- 


ic infection. In that event, it would seem that 
the indifferent non-hemolytic streptococci, 


which excite comparatively little tissue re- 
sponse and immunity reaction, would lend 
themselves most readily to the process of 


chronic infection and sensitization. They most 
nearly fulfill the requirements advocated by 
Zinsser and Wu, who state that, “. . . it 
seems to us possible that the curious frequency 
with which non-hemolytic streptococci are as- 
sociated with the disease, while at the same 
time the non-hemolytic streptococcus represents 


so many varieties, may be due to the fact that, 


with these organisms, that peculiar balance 
between invasiveness and resistance is estab- 


lished in man which most easily results in 
chronic infection.” 

From the experimental work of Small *° and 
sirkhaug,”* it seems unquestionable that the 
organisms described by them can cause the 
rheumatic state and the characteristic reactions 
in a sensitized individual. The fact that these 
capable has not been 
Whether or not a specific strain is 


are the only ones 

proved. 

involved has not been determined but if one 

accepts the allergic hypothesis it certainly be- 

comes of less importance. 

ETIOLOGY OF SUBACUTE BACTERIAL ENDOCARDI- 
TIS; PREDISPOSING FACTORS 

Blumer,’® in an exhaustive study of 317 
cases, found that 80 per cent of infections 
occurred before the age of 40, while 56 per 
cent of these cases occurred between 20 and 40 
years of age. Debre’s statistics show that 66 
per cent of cases are found between 15 and 
30 years, while Rosenow reported 78 per cent 
in the same age group. 

There is a definite sex variation; Davis and 
Weiss*® believe males to be more susceptible 
than females in the ratio of 3:1. Debre and 
others found that 60 per cent of cases occur 
in males, while 40 per cent occur in females. 

It has been definitely shown, and repeatedly 


emphasized by almost all observers, that the 


lesions of subacute’ bacterial endocarditis 
rarely, if ever, develop primarily on a healthy 
valve. According to Libman,?  Levine,?* 


Boyd *8 and others, the pre-existing lesion in the 
vast majority of cases is a rheumatic endocar- 
ditis, the characteristic changes usually being 
demonstrable in the valve leaflet. In a small 
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percentage of cases, the infection is secondary 
to and superimposed upon congenital defects, 
luetic or arteriosclerotic changes. Davis and 
Weiss have pointed out that the degree of pre- 
vious rheumatic valvular damage bears no di- 
rect relationship to the incidence of subacute 
bacterial infection; a mild rheumatic endocar- 
ditis is just as apt to occasion secondary in- 


fection as a marked and extensive rheumatic 
pancarditis. 
Thus, the previous history of rheumatic 


fever is of utmost importance and significance. 
Horder obtained such a history in over 50 
per cent Libman states that 
a definite demonstrable rheumatic infection is 


of cases while 


In general, it is 
possible to obtain a history of, or demonstrate 


found in almost all cases. 
previous rheumatic infection in 65 to 90 per 
cent of cases of subacute bacterial endocarditis. 

Other associated or previous infections, ex- 
clusive of rheumatic fever, are important as a 
possible portal of entry or as resulting in 
diminished resistance to infection. Venning!® 
states that the primary focus is accurately dem- 
onstrable in only 27 per cent of cases, among 
the most important being rhinitis, tonsillitis, 
media, infected teeth and 


sinusitis, otitis 


pyorrhea. Babcock has stressed the impor- 
tance of appendicitis and cholecystitis, while 
Schottmuller has isolated Streptococcus viridans 
from cases of bronchitis, pulmonary abscess, 
conjunctivitis, appendicitis and enteritis. 
EXCITING FACTORS 

According to Libman,? Blumer, * Schott- 
muller, '® and others, there are practically only 
two organisms of _ etiologic 
Streptococcus viridans being 


significance ; 
responsible for 
about 95 per cent of cases, while Bacillus in- 
fluenzae results in 5 per cent. Occasionally, 
there is found a case due to the gonococcus, 
pneumococcus, staphylococcus or other organ- 
isms but these are quite rare. 

Libman has termed the organism Strep- 
tococcus anhemolyticus and it is probably identi- 
cal with the streptopneumococcus of Rosenow 
which the latter has isolated from the blood 
of rheumatic patients. Rosenow has advanced 
experimental proof of the transmutability of 
this latter organism under variable environ- 
mental conditions, and has further pointed out 


that there is a marked similarity between it and 
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rheumaticus of and 
He offers the theory of transmutability 
as an explanation of their apparently different 
morphologic and cultural characteristics based 
solely on environmental factors. 

Callow,® in a recent study of blood cultures 
in rheumatic fever, found Streptococcus viri- 


Streptococcus Poynton 


Paine. 


dans in 34 per cent of cases and a pleomorphic 
bacillus in 51 per cent of instances. She fur- 
ther demonstrated the transmutability of these 
two organisms, confirming the previous ob- 
servations of Rosenow. 

It is important to note that the number of 
bacteria bears no constant relationship to the 
severity of the disease Experi- 
mentally, the organisms are of low virulence, 
although they are quite resistant to phagocy- 
tosis, and after incubation develop a resistance 
to the antibodies. 


process. 


DISCUSSION 
Most observers agree that a previous rheu- 
matic endocarditis is the most important pre- 
disposing factor in the pathogenesis of sub- 
bacterial 
mentioned. 


acute endocarditis, as 
It should be pointed out, how- 
ever, that according to Libman, only about 5 
per cent of patients with rheumatic heart dis- 
ase subsequently develop subacute bacterial 
endocarditis. These facts serve as a basis of 
the mechanical theory, which has been sug- 
gested by those who believe that these two 
clinical entities are simply different climical 
manifestations of the same primary infection. 


previously 


Schottmuller states that the abnormal valve 
acts as an anchoring ground for the secondary 
organisms, but fails to state the exact mechan- 
ism, Rosenow stresses the roughness and cal- 
cification of the leaflet while others 
attempt to explain it by vascular changes. sec- 
ondary to the previous infection. Most path- 
ologists have agreed that the healed rheumatic 
valvulitis shows diminished and 
hence the local resistance to infection is low- 
ered. Coombs, however, insists that the blood 
supply is increased and that such an explana- 
tion is untenable. 

Libman,”* Leary ** and Von Glahn and Pap- 
penheimer ** have studied cases wherein there 
was a combination of the two conditions ac- 
tively, that is, an active rheumatic endocarditis 
with a secondary subacute bacterial endocardi- 


valve 


vascularity 
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tis superimposed upon the fresh primary con- 
dition. The latter have concluded, from their 
study of 26 such cases, that an active fresh 
rheumatic endocarditis is a necessary and con- 
stant prerequisite to the implantation of bacteria 
or the pathogenesis of subacute bacterial en- 


docarditis. 
PATHOLOGY 


It would be perhaps superfluous to enumer- 
ate in detail the characteristic pathologic find- 
ings of these two conditions ; the general prolif- 
erative and inflammatory features are probably 
quite familiar. 
out that one may formulate an entirely differ- 
ent interpretation of these findings than the 


However, it should be pointed 


one usually suggested, with the result that 
striking conclusions may be drawn. 
Von Glahn and Pappenheimer * have 


studied the hearts of 26 fatal and fulminating 
They ob- 
served that bacterial-free vegetations histolog- 


cases of rheumatic fever in detail. 


ically similar to those of rheumatic endocarditis 
may be found: (1) on the same valve bearing 
bacterial vegetations, or (2) on valves bearing 
no bacterial vegetations, or (3) on the auricular 
Aschoff nodules in the 
myocardium that are taken to indicate active 
rheumatic infection, are 


wall. Furthermore, 
found with the same 
frequency, about 45 per cent, in cases of sub- 
acute bacterial endocarditis uncomplicated by 
They were able to trace a 
definite and unbroken transition 


rheumatic disease. 
between the 
bacterial-free rheumatic verrucae and the larger 
thrombotic vegetations, in which bacteria had 
elicited a violent cellular response with de- 
struction of the valve substance. 

Clawson and Bell** have intensively studied 
the hearts of 220 cases of bacterial endocardi- 
tis, They state that in both conditions, rheu- 
bacterial endocarditis, the 
essential lesion is 2 proliferative inflammation 
of the valve; the thrombus over the infected 


matic and subactue 


area is larger and softer in the subacute lesions, 
and the difference is one of the intensity of 
The Aschoff nodule is 
found in 98 per cent of active and fatal rheu- 
matic lesions, and in about 45 per cent of cases 
of subacute bacterial endocarditis. However, 
in a healed rheumatic lesion, only 8.5 per cent 


the reaction only. 


of the cases show typical nodules. 
It should be emphasized that the location of 
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the endocardial lesions is very similar, if not 
identical in both conditions; the order of fre- 
quency of the valves involved is: (1) mitral; 
(2) mitral and aortic; (3) aortic in both in- 
stances, with but slight differences in the per- 
centage incidence which is of no great import. 
CLINICAL SYMPTOMATOLOGY 

No attempt will be made to discuss the va- 
clinical manifestations of these two 
conditions in detail. There are fea- 
tures, however, pointed out by Libman, Claw- 
son, Rosenow and others, which deserve par- 


rious 
certain 


ticular mention. 

Torrey” has emphasized the variability of 
other streptococcal infections, especially erysip- 
elas, scarlet fever and subacute bacterial endo- 
carditis. In scarlet fever, for example, one 
notices a great variation in different epidemics 
in the symptoms, course, severity and the in- 
cidence of complications. These variations are 
largely dependent upon: (1) virulence of the 
organisms; (2) mode of infection; (3) num- 
ber of invading organjsms and (4) the resis- 
tance of the host to infection. However, there 
is one well marked feature which may be ac- 
cepted as typical of any attack, namely, the 
conferring of a long lasting immunity. By 
contrast, immunity following erysipelas is char- 
acteristically brief. 
sub- 
variable in 


Streptococcus viridans infections of 


acute bacterial endocarditis are 
their tendency to become chronic, but similar 
in their lack of producing an immunity in the 
host adequate to eradicate the infection or 
terminate the disease, 

Hemolytic streptococcal infections, namely 
septic pneumonia or septicemia, can and do pro- 
duce a high degree of immunity in the host, re- 
sulting in complete eradication of the disease 
process. In this respect, although the prog- 
nosis is grave in either, the outlook for com- 
plete recovery in hemolytic streptococcal sep- 
ticemia is better than when one finds a sep- 
ticemia due to the mildly reacting Streptococcus 
viridans. 

Admitting the possibility that rheumatic fever 
and subacute bacterial endocarditis are the same 
disease, the theory of latency of infection as- 
sumes a greater importance. This constitutes 
a reasonable explanation and there is analog- 


ous proof of this possibility when one con- 
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siders the pathogenesis of tuberculosis, syphilis 
and pyogenic infections. The most obvious 
criticism of the theory is the fact that only 5 
per cent of patients who suffer a primary 
rheumatic attack subsequently develop subacute 
bacterial endocarditis. This criticism is probably 
more apparent than real when one remembers 
that of all the primary lesions of syphilis, only 
10 per cent result in clinical neurosyphilis ; 
this has been attributed by some to a particular 
neurotropic strain of the spirochete but this 
hypothesis has not been universally accepted. 

Libman has recently pointed out that the 
prognosis of subacute bacterial endocarditis 
may not be quite as grave as is generally sup- 
posed. He is of the opinion that there are 
many instances of mild, subclinical degrees of 
infection, wherein the diagnosis is usually 
missed and the patient proceeds on to complete 
recovery. 

Further, if the transmutability of organisms, 
as experimentally shown by Rosenow and con- 
firmed by Callow, does occur in vivo, an ade- 
quate explanation is offered, 

Steinert, Coombs, and Rosenow have sug- 
gested that alterations of the immunity state in 
the host explains the variable clinical mani- 
festations, still assuming that the two conditions 
are one and the same. The latter has shown 
that the serum of experimental animals who 
have recovered from infection with the strepto- 
pneumococcus has little lytic or destructive 
power against the organisms. This is due in 
part to the fact that the organisms can de- 
velop resistance to the antibodies, as derion- 
strated by Rosenow. 

In classical examples of rheumatic fever and 
subacute bacterial endocarditis, the clinical pic- 
ture in each is outstanding and easily recogniz- 
able; they are to all intents and purposes, sepa- 
rate and distinct clinical entities. However, as 
Von Glahn and Pappenheimer have pointed out. 
in many cases the differentiation is extremely 
difficult and not infrequently impossible. Parti- 
cularly is this true in those cases of fulminat- 
ing, uncomplicated rheumatic endocarditis, 
and in those instances in which a bacterial en- 
docarditis is superimposed upon an_ active 
rheumatic lesion. 

CLINICAL COURSE 
In either of the above instances, the clinical 


course is progressively downward with a fatal 
termination almost invariably occurring from 
six months to two years after the onset of the 
primary rheumatic attack. At the onset, the 
patient apparently presents all of the classi- 
cal signs and symptoms of a primary attack 
of rheumatic fever, namely, preceding upper 
respiratory infection followed by a latent 
period of 10 to 21 days, with an acute onset 
of marked constitutional symptoms, arthritis 
and endocarditis, all of which are supposedly 
pathognomonic. It is important to note, that 
at this stage, 80 to 90 per cent of patients will 
give a positive skin reaction to streptococcal 
filtrates, and over 50 per cent will have a posi- 
tive blood culture for Streptococcus viridans. 

There may or may not follow periods of par- 
tial or complete remission of symptoms, alter- 
nating with recrudescences. However, within 
a comparatively short period of time, the pati- 
ent develops the classical signs and symptoms 
reputedly pathognomonic of subacute bacterial 
endocarditis, namely, profound anemia, posi- 
tive blood culture for Streptococcus viridans, 
and embolic phenomena. As has been shown 
by Clawson and Bell, patients who present the 
clinical signs and symptoms of fulminating and 
uncomplicated rheumatic fever frequently show 
a profound anemia, a positive blood culture 
and embolic phenomena, particularly after the 
onset of auricular fibrillation. From these ob- 
servations, they conclude that these points 
cannot serve as differentiating factors. 

AUTOPSY FINDINGS 

At autopsy, characteristic bacteria-free rheu- 
matic vegetations may be, and are usually 
found adjacent to the large thrombotic and 
infected vegetations of subacute bacterial endo- 
carditis. In view of the conclusions of Von 
Glahn et al, that one can trace a definite his- 
tologic transition from the  bacteria-free 
rheumatic verrucae to the infected vegetations 
of subacute bacterial endocarditis, several in- 
teresting questions immediately present them- 
selves. 

In the first place, was this case an instance 
of a primary rheumatic endocarditis compli- 
cated by a secondary superimposed bacterial 
endocarditis? If so, when did the secondary 
infection occur and-in what way could it be 
demonstrated clinically? 
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The other possibility is that this clinical pic- 
ture was one of a primary fulminating infec- 
tion, presumably of streptococcal origin, which 
terminated fatally due to the virulence of the 
invading organisms or as a result of the lack 
of resistance to infection on the part of the 
host, or due to a combination of both of these 
factors. 

Thus, Clawson and Bell, in a comparison of 
rheumatic fever and subacute bacterial endo- 
carditis, have stated, “. . . from a large num- 
ber of cases, we get the impression that these 
two forms of endocarditis represent mild and 
severe degrees of the same infection . his- 
tologic studies of the valve leaflets indicated 
that the two forms of endocarditis differed 
only in the intensity of the proliferative-inflam- 
matory process ; in both types, the essential lesion 
is a proliferative and inflammatory endocar- 
ditis, but the thrombus over the infected area 
is larger and softer in the subacute lesion .. . 
unless the improbable assumption is made, that 
75 per cent of cases of subacute bacterial endo- 
carditis have a simultaneous rheumatic infec- 
tion, it must be granted that rheumatic fever 
and subacute bacterial endocarditis are caused 
by the same organism, the streptococcus, gen- 
erally the viridans strain.” 

SUMMARY 


The etiology of rheumatic fever is unknown. 
The most prevalent belief at present is that the 
rheumatic state is the reaction or response of 
the individual, previously sensitized, to the fur- 
ther absorption of toxic products of strepto- 
coccal infection. Whether or not a specific 
strain is responsible has not been unequivocally 
determined. 


The etiology of subacute bacterial endo- 
carditis is Streptococcus viridans in about 


95 per cent of cases; the Bacillus influenzae re- 
sults in about 5 per cent. Primary infection 
of the endocardium rarely, if ever occurs; the 
previous endocardial damage, in the vast ma- 
jority of cases, is rheumatic in origin. A pre- 
vious history of rheumatic history is obtained 
in 65 to 90 per cent of the cases of subacute 
bacterial endocarditis. 

The possible etiologic relationship of the 
two conditions was considered in view of ex- 
perimental, bacteriologic and immunologic and 
pathologic investigations. 
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CESAREAN SECTION* 
A SYMPOSIUM 
LOW CERVICAL CESAREAN 


JOHN F. DICKS, M. D. 
NEw ORLEANS 


SECTION 


Infection following the opening of the 
peritoneal cavity constitutes the greatest danger 
of the classical cesarean section. The old ac- 
coucheurs sought to avoid this by delivery of 
the child through a flank incision, gaining ac- 
cess to the cervix without incising the peritone- 
um. Owing to imperfect technic and more im- 
perfect asepsis, their patients died and their op- 


*Read before the Orleans Parish Medical Society 
at a meeting held jointly with the New Orleans 
Gynecological and Obstetrical Society, October 25, 
1937. This symposium is continued from the May, 
1938, issue, in which appeared the first five papers. 
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erations were forgotten. It was left to Frank in 
1906 to bring to life the old idea and since then 
many lower segment operations have been de- 
vised. In some, the peritoneum is not opened 
at all, but is peeled up off the lower uterine 
segment after displacing the bladder to one side 
and then delivery is effected. In others the 
peritoneal cavity is opened above the pubis, the 
bladder dissected down and the visceral peri- 
toneum of the uterus dissected up. This opera- 
tion has been perfected by DeLee and the lat- 
ter improved by Beck. I am sure you are all 
familiar with this technic, but there are many 
pitfalls and I feel it will be of interest to go in- 
to details. 

First, let us consider the advantages of the 
low section over the high or classical section. 
The indications for the classical section are 
limited to what we call the section of election. In 
other words, we do not attempt to do the old 
or high type operation after labor has definitely 
set in or where there have been frequent vaginal 
examinations, or the membrane has ruptured. 
On the other hand, the low section may be done 
many hours after the onset of labor. 

TECHNIC OF OPERATION 

I will attempt to outline the technic of the 
lower segment operation with particular refer- 
ence to points which seem to play an import- 
ant part in its ease of performance. 

The patient is placed in the horizontal posi- 
tion. I feel that this position has some ad- 
vantages over the Trendelenburg because in 
the Trendelenburg there is a tendency to em- 
barrass the diaphragm because of the proxi- 
mity of the fundus to the uterus. Further, 
when operating with the patient in the Trendel- 
enburg position, one is faced with the effort 
of extracting the presenting head against the 
weight of the child itself, and if fundal pres- 
sure is used at this stage, it has to be exerted 
up hill, as it were. Great force is necessary 
to produce the same effect as gentle pressure 
exerted in the horizontal position. The patient 
should be catheterized; an empty bladder is of 
prime importance in this type of operation. 

The abdomen is opened in the midline below 
the umbilicus. The end piece of a Balfour re- 
tractor is placed in the lower end of the wound. 
No packs or other retractors are necessary. A 
semicircular incision is made through the peri- 
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Fig. 1. Preliminary steps in low cesarean section. 
toneum about an inch above the bladder at- 


tachment. The bladder is pushed well down. 


The visceral peritoneum of the uterus dissected 
well up towards the fundus, and the muscles 
of the lower uterine segment are exposed. 
Several types of incisions in the muscle have 
semicircular and 


been suggested: transverse, 


vertical. I have found the vertical incision the 


safest. The transverse in my opinion is danger- 


ous because it is likely to split during the 





Pager 











Fig. 2. Division of the muscles with scissors. 





delivery of the child’s head, with 


serious hemorrhage from tearing of the uterine 


probable 


vessels, 
The muscles are divided with scissors or 
scalpel. Up to this stage unless one has en- 


countered the placenta, the operation presents 
little difficulty. 

The next problem is the extraction of the 
presenting head. Here again is a difference 
of opinion. It may be done by the application 
of forceps or by the use of one blade of the 
forceps introduced behind the head and used 


as an elevator. Bimanual extraction of the head 

















Fig. 3. Extraction of presenting head with both 


blades of the forceps. 

can be effected in the following manner: The 
the lower level 
relative to the long axis of the patient is in- 


operator’s hand which is at 
troduced through the incision and passed round 
the vault of the child’s head to the posterior 
aspect. The fingers of the upper hand re- 
tract the upper flap of the uterine incision and 
in conjunction with firm, uniform fundal pres- 
sure by an assistant, the presenting head is 
shelled through the incision and the child’s 
body delivered thereafter. 

I consider the use of both blades not always 
a safe procedure, since in extracting a child’s 
head through a limited incision in soft tissues 
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Fig. 4. First suture with chromic catgut. 


it becomes difficult to gauge the strain and deep 
tears may result. 


EXPRESSION OF THE PLACENTA 


The uterus at this stage is not lifted out of 
the abdomen. Nor is contraction of the uterus 
assisted in any mechanical way. One c.c. of 
pituitrin is now given and we wait until the 
uterus begins to contract. A clamp is placed 
on the cord about two inches from placenta and 
the placenta gently lifted from side to side. The 
action of the pituitrin quickly frees the placenta. 
The hand is never introduced into the uterus. 
Various discussions have arisen about the 
technic of uterine suture. Some writers tell 
us not to include the endometrium in the first 
layer of sutures for fear of endometrial grafts 
or transplants. I recommend using No. 1 
chromic catgut continuous suture including 
muscle and endometrium. (I say this on ac- 
count of hemorrhage). Interrupted chromic 
sutures reinforce the muscle suture. The up- 
per flap of the peritoneum is then brought 
down and fastened to the uterus by several cat- 
gut sutures. Following this the lower flap is 
brought up to overlap the upper and is fastened 
by a continuous suture. The abdominal wall 
is closed without drainage. 


With the low cervical operation at our com- 
mand, we are able to perform cesarean sections 
with an extremely high degree of safety even 
in infected or potentially infected cases. We 
are able to give a satisfactory test labor without 
burning our bridges behind us. In fact a low 
cervical section is easier to do from an opera- 
tive standpoint after a patient has been in 
labor for many hours because the lower seg- 
ment thins out and the peritoneum is easier to 
dissect. The mechanical difficulties one en- 
counters are the delivery of the head through 
so limited a space, and the dangers of a deep 
tear involving the uterine vessels. I do not 
advocate this type operation to a man doing oc- 
casional surgery, but in the hands of an ordi- 
narily trained man who uses a_ reasonable 
amount of care and gentleness, the operation 
is not only safe and sane, but it may be the 
means of saving many a valuable life. 


SUMMARY 


I, therefore, am glad to outline the technic 
of low cervical section to you tonight not only 
as a distinct boon to suffering womanhood, 
but as a further means of elevating our special- 
ity to the high plane it so justly deserves, 














Fig. 5. Closing of the upper and lower flap with 
continuous suture. 
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CLASSICAL CESAREAN SECTION 


PHILIPS J. CARTER, M. D.* 
NEw ORLEANS 


The classical cesarean section, or so-called 
corporeal hysterotomy, was revolutionized in 
1882 when Max Sanger wrote his treatise on 
the closure of the uterine incision. Prior to and 
during the early part of his life the uterine 
wound was left unsutured, or to the providence 
of nature, by contraction of the cut edges of 
the incision and even to the use of rubber 
ligatures and sutures, silk, linen and hemp. 


Sanger spoke of conservatism in perform- 
ing the classical section; the proper placing and 
suturing of the uterine wound; and a definite 
time for its performance. The writings of Rad- 
ford of Manchester, England, in 1865 remind 
us of the better results obtained when the case 
is elective; before the advent of labor; or early 
in labor with unruptured membranes without 
vaginal examination; with the operation a pro- 
cedure of choice rather than one of necessity, 
on account of delay. 

Due to the activity of the uterine muscle 
during the labor it was held in the 19th century 
that hemorrhage could be minimized if the 
operation was performed at the end of the first 
stage of labor. Such an operation today would 
hardly be wisely met with in a classical cesarean, 
but would be performed by a technic for po- 
tentially infected cases. 

For the classical cesarean to meet with the 
greatest success it must be done as an elective 
procedure, before or early in labor before dila- 
tation has attained appreciable advance, and be- 
fore rupture of the membranes occurs with pre- 
ferably no vaginal examination 48 hours pre- 
ceding the operation. 

No wonder that the revolutionizing of the 
classical cesarean by Sanger was one of the 
greatest achievements in operative surgery, 
when we come to think that during the greater 
part of the 19th century the most fatal of all 
surgical operations was the cesarean section, 
and quoting from Eastman he says, “In Great 
Britain and Ireland the maternal mortality 
from the operation had mounted in 1865 to 


85 per cent. In Paris, during the 90 years end- 


*From the Department of Obstetrics, Louisiana 
State University Medical Center. 


Cesarean Section 723 
ing in 1876 not a single successful cesarean 
section had been performed.” 

Andre Levret, in 1770, taught that uterine 
sutures were useless on account of the prodigi- 
ous contractions which the uterine muscles un- 
derwent during contraction, and it is with this 
thought in mind that we today alter the tech- 
nic of uterine closure by using catgut—inter- 
rupted, continuously or mixed—according to 
the view of the individual operator, 

No matter what technic is used in perform- 
ing the various types of cesarean sections, there 
will always be a certain number of ruptures in 
subsequent pregnancies. 
childhood such as 


The diseases of early 
scarlet fever, pneumonia, 
whooping cough and diphtheria, as well as di- 
seases of the adult, such as the acute infections, 
all play their role in leaving earmarks in every 
organ of the human body. Why then should 
the uterus escape? It is for this reason that 
the giving way in a subsequent cesarean of a 
uterine scar, thought to be impervious to rupture, 
often occurs in our most carefully 
cases. 


handled 


There is no standard for the classical cesarean 
section of today. The technic for opening the 
abdomen and the uterus as well as the closure 
thereof varies with each individual operator. 
Sanger used silver wire in producing a closer 
approximation of the uterine incision, but the 
conception and development of the silver wire 
suture was an American achievement and was 
practised between 1867-1880. 

The classical involves the 
opening of the abdomen and an incision into the 
uterus, either in the fundus or its body without 
detaching the bladder from its normal position, 
or walling off the general peritoneal cavity. The 
methods of Sanger, Leavitt, DeLee, Irving, 
Schumann, Bland, Davis and others all vary 
their technic in regard to the skin incision, as 
well as the uterine incision, and its closure for 
this operation. 


cesarean section 


The several incisions that are used at the 
present day may be one entirely above the um- 
bilicus; entirely below the umbilicus, or medi- 
ally to either side of the umbilicus, the incision 
extending both above and below this structure. 
The late Asa B. Davis devised and popularized 
the high incision which is made entirely above 
the umbilicus and when performed is usually 
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called the high classical cesarean. In his opera- 
tion the incision into the uterus is made high 
in the fundus, distinguishing it from the other 
types of operations in which the incision is made 
in the body of the uterus, or the lower uterine 
segment. The manner of suturing the uterine 
wound of today varies with different operators. 
One operator will suture the endometrium with 
chromic catgut in a continuous suture, followed 
by one or two layers of continuous suture in 
the uterine muscle, with closure of the serous 
covering by a continuous plain O suture after 
Lembert. Another operator puts no suture in 
the endometrium but uses a continuous catgut 
suture in the muscle and covers the serous sur- 
face with a Lembert suture of plain 0 or No. 
1] catgut. 

Another operator uses interrupted sutures of 
chromic No. 2 catgut which takes in the serous 
and muscular coats of the uterus and then 
places a continuous suture in the muscle of the 
uterus before tying the interrupted ones. 

There are again preoperative methods that 
zre used by various operators before opening 
the abdominal cavity, such as the administration 
of pituitrin hypodermically just previous to the 
section, followed by a similar dose or some 
form of ergot, after the extraction of the 
placenta. 

TECHNIC OF HIGH CLASSICAL CESAREAN SECTION 

The technic upon which I wish to speak to- 
night is the one used by the late Asa B. Davis 
of New York, known as the _ high classical 
cesarean section, and is as follows: The pa- 
tient to be operated upon is one of election in 
whom labor has not commenced, membranes 
intact, no vaginal examination for 48 hours, 
and with a definite indication for its perform- 
ance. The patient receives no medication be- 
fore the morning of the operation; the diet six 
hour previous to operation being liquid. One 
hour before operation the patient is given 1/150 
gr. of atropine, but no narcotic is give on 
any condition at any time previous to the opera- 
tion on account of the effect upon the child. 
One hour before operation the patient is given 
a low enema. General anesthesia is used. The 
patient’s abdomen is prepared by the ordinary 
An in- 
cision is made in the abdomen entirely above 
the umbilicus; the lowest point of incision be- 


procedure for an abdominal operation. 


Cesarean Section 


ing about one-quarter inch from the umbilicus. 
The length of the incision will vary from two 
and one-half to three inches in length depend- 
ing upon the weight of the patient and the 
thickness of the abdominal wall. Upon opening 
of the abdomen, the uterus will immediately be 
exposed and in close proximity to the incision. 
This incision is fully large enough for the 
whole hand to be introduced into the abdominal 
cavity in case the uterus should have a slight 
obliquity. A piece of sterile gauze, one yard 
wide and one yard long, is placed in the upper 
angle of the wound to secure the intestine in 
place. Right angle retractors are then put into 
each angle of the wound and held by an as- 
sistant, while another assistant places a hand 
on either side of the abdomen below the umbili- 
cus and steadies the uterus in the median line. 
This assistant should not loosen his hold until 
the placenta has been extracted and the uterus 
brought up and the incision in the uterus ex- 
posed to the incision in the abdominal wall. The 
abdominal incision is very flexible, so it is easy 
to judge the diameter needed for the extrac- 
tion of the fetal head. An incision is now 
made into the fundus of the uterus three inches 
long unless the operator feels that the head 
may be a little larger and in such case the length 
of the incision should compare to the approxi- 
mate size of the head. Thick uterine muscles 
require longer incision than thin muscles. The 
first incision into the uterine muscles is then 
followed by similar incisions until the mem- 
branes appear, at which time the index finger 
of each hand is placed at the end of the in- 
cision, so as to make a patulous opening. The 
hand is then introduced into the uterine cavity 
so as to glide between the membranes and the 
uterine wall. The membranes are then sepa- 
rated from their attachment to the uterus. The 
membranes are then ruptured and either one or 
both feet of the baby are seized. The baby is 
then delivered as faras the shoulders, at which 
time the arms are then delivered by placing the 
finger in the elbow of each arm. The head 
is then delivered by the Mauriceau-Smellie- 
Veit method. Immediately after extraction of 
the baby one c.c. of pituitrin is given into the 
muscle of the uterus, which may be repeated at 
any time during the operation if necessary. The 
placenta is then manually extracted, the cavity 
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wiped out, and the sutures placed. The closure 
of the uterine wound is now performed by the 
use of interrupted chromic catgut No. 2. These 
sutures are placed one-eighth of an inch apart 
and each one takes in the serous, muscular and 
mucous coat of the uterus. The sutures are 
tied and the knots cut short. This line of in- 
cision is now covered over by a Lembert stitch 
through the peritoneum of the uterus with a 
plain No. 0 catgut. The patient is then given 
a quarter of morphine or it could be given just 
after the delivery of the baby. The abdominal 
wound is now closed in layers using plain No. 1 
catgut for the peritoneum, No. 2 chromic catgut 
for the fascia and using three silkworm sutures 
for the skin with a like number of plain No. 0 
interrupted catgut for further closure. 

(This technic was demonstrated by a moving 
picture. ) 





THE PRE- AND POSTOPERATIVE CARE 
AND COMPLICATIONS OF 
CESAREAN SECTION 


CONRAD G. COLLINS, M. D. 
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Preoperative care begins when it is realized 
that the patient is either potentially or definite- 
ly a candidate for cesarean section. The earlier 
the need for a section is determined, the bet- 
ter the prognosis for the patient. Patients 
seen early in pregnancy require more than the 
usual antenatal care and direction, in that they 
should be emphatically advised that rigid ad- 
herence to the rule: 
baths, no intercourse, 


“No douches, no tub 
during the last two 
months of your pregnancy,” is essential. I 
have seen a patient with an absolutely con- 
tracted pelvis die as the result of a strepto- 
coccal infection arising in the cervix, upon 
whom no vaginal examination was performed 
after the fourth month of pregnancy, in whom 
labor had not yet begun at the time of section, 
and in whom no evidence could be found at 
autopsy to indicate that the infection was the 
result of the operation. But this patient had 
had intercourse regularly until the day before 
the operation. That this was the most probable 
causal agent for the introduction of the organ- 
isms cannot be denied. 


Should the patient complain of profuse, ir- 
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ritating discharge, douches are allowed under 
careful supervision, but only with sterile nozzles, 
tubing and bag; the water used in the douche 
should also be sterilized. Should the discharge 
be the result of a trichomonas or yeast infec- 
tion, the infection should be actively combatted 
by the physician and not by the patient. 

Candidates for cesarean section should have 
frequent hemoglobin and blood count determin- 
ations, and any tendency to anemia should be 
counteracted by hemopoetic stimulants and/or 
blood transfusion, as anemic patients make 
poor operative risks. Should a patient give a 
history of bruising easily or bleeding for a 
prolonged period following trauma or tooth 
extraction, even though the coagulation and 
bleeding times are within normal range, it is 
best that calcium and viosterol (30 drops three 
times daily) be given during the last month of 
pregnancy. Definite evidence that the latter 
therapeutic measure aids considerably in less- 
ening coagulation and bleeding time has been 
produced by Shapiro, Melnick, McNealy and 
Ivy. 

Any vaginal examination made should be 
performed with the utmost care and in the 
most aseptic manner. An ounce or two of 
mercurochrome instilled into the vagina, especi- 
ally in patients who have had a prolonged la- 
bor, can do no harm and might help in the 
prevention of a postpartal sepsis. 

Routinely, before operation, I advise a warm 
soap suds enema, and needless to say, the abdo- 
men is shaved and the patient catheterized. 
Atropine sulphate, gr. 1/150, is given but not 
morphine, as the latter given close to the time 
of delivery is definitely a cause of fetal as- 
phyxia. If the patient has eaten or partaken 
of much liquid within six hours of the time 
of operation, the stomach is emptied by gas- 
tric lavage. It is well to give an infusion of 
10 per cent glucose, 1000 c.c. preoperatively to 
patients who have had a long, exhaustive labor 
prior to section. And we will continue to see 
these patients as long as “test of labor” is 
synonymous with “ad infinitum.” One c.c. of 
pituitrin given intramuscularly at the time the 
abdominal incision is made, or 1 c.c. given into 
the uterine muscle just before incising the 
uterus, aids materially in lessening the blood 
loss from the uterine wound. I do not advo- 
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cate its use in breech presentation, however, 
as there is danger that this might impede de- 
livery of the after-coming head through the 
incision, 

POSTOPERATIVE TREATMENT 

Postoperative treatment consists of morphine 
sulphate, gr. 1/6 or 1/4, as needed. For the 
first twenty-four hours, liquids should be given 
sparingly, as cesarean section patients, due to 
the sudden decompression of the abdomen, fre- 
quently develop acute gastric dilatation, and 
early imbibition of fluids only serves to ag- 
gravate the condition. Should fluids be need- 
ed, they are best given by infusion, usually 
2000 c.c. of 5 per cent glucose in 1 per cent 
saline, during the first twenty-four hours. In 
the second twenty-four hours, fluids are given 
by mouth, providing there is no nausea, vomit- 
ing, nor evidence of distention. Rectal tube 
and stupes during this period aid materially in 
making the patient more comfortable. On the 
morning of the third day, an enema is given 
and if there is no distention, nausea, or vomit- 
ing, the patient is allowed a soft diet. Follow- 
ing this, laxatives and an increase in diet are 
given as needed. The bladder is catheterized 
every eight or ten hours until the patient can 
void spontaneously. 

Time does not permit a free discussion of all 
the complications that might follow cesarean 
section. Suffice it to say that massive collapse 
of the lung, pneumonia, abdominal wall infec- 
tion, cystitis, all follow cesarean section with 
the same relative frequency as other pelvic 
operations. There are a few complications, 
however, that do occur which warrant particu- 
lar attention, namely, acute gastric dilatation, 
ileus, peritonitis, parametritis, and thrombo- 
phlebitis. Acute gastric dilatation, ileus, and 
peritonitis, are treated by using the Wangen- 
steen suction until the abdomen is soft and 
flat. During the period of its use, the fluid 
balance is maintained and electrolytes supplied 
by infusions (3000 c.c. daily) of 5 per cent 
glucose in 1 per cent saline, or two ampoules 
Hartmann’s solution to each 1000 c.c. glucose. 
A rectal tube is inserted and either a heat tent 
or repeated stupes are used to supply heat to 
the abdominal wall. Morphine gr. 1/6 to 1/4 
is given every four to six hours, providing the 
patient’s respirations are not depressed. After 





signs of distention, nausea and vomiting cease, 
the regular postoperative regime is instituted. 

In parametritis, a high caloric diet and re- 
peated small whole blood transfusions are used. 
Should, as is not infrequently the case, ileus 
complicate the picture further, it is combatted 
as above. Sulphanilamide may prove of help 
in these cases, and in dosage of 10 grains, four 
or five times daily for a few days, should not 
produce any ill effect, if given only to patients 
who have not shown any evidence of toxemia 
prior to cesarean section or kidney damage fol- 
lowing cesarean section. 

Thrombophlebitis of the femoral vein is 
treated with rest of the affected part, heat, and 
early application of leeches, which latter mea- 
sure considerably shortens the period of con- 
valescence. 

If we are to reduce the mortality and mor- 
bidity resulting from cesarean section we first 
have to reduce the number of patients who are 
allowed to undergo a prolonged labor before 
section is performed, and second, we must 
make the case the best possible surgical risk 
by adequate antenatal care, 
therapeusis. 


advice and 
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CESAREAN SECTION 
A SUMMARY 


HILLIARD E. MILLER, M. D. 
NEw ORLEANS 


If my remarks seem to be more of a repeti- 
tion than a summary of the points already 
brought out, my alibi is that I found my psychic 
powers inadequate to foretell the gist of papers 
I had been given no opportunity of reviewing. 

Meetings such as the present one are a posi- 
tive influence in stimulating an understanding 
by obstetricians and general practitioners of the 
absolute and relative indications for cesarean 
section ; also, in teaching them the necessity of 
making definite estimates of the important ob- 
stetrical diameters of the mother’s pelvis, and, 
when there is question of disproportion, to re- 
fer the patient earlier to the hospital and to the 
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trained man. Many of the cases which we for- 
merly saw late with definite contraindications 
for cesarean section are now seen earlier and 
are receiving proper attention under safer con- 
ditions. Evidence of this is the reduction of 
mortality in cesarean section for New Orleans 
during the last ten years from 16.1 per cent to 
5.9 per cent. A mortality rate of 5.9 per cent 
is still entirely too high and compares very un- 
from other cities of 


favorably with figures 


similar size. It is hoped that the trained ob- 
stetrician will persist in the campaign of edu- 
cation and that the general practitioner can be 
furnished sufficient information to enable him 
to diagnose complications and to determine in- 
dications for cesarean section more definitely 
than is being done today. Although consultations 
are being requested more often than formerly, 
they are not being requested as often as they 
should be. The high incidence of unfortunate 
end-results points to the need of more frequent 
consultations. In the face of disaster, the general 
practitioner seems to find it all too easy to ex- 
plain satisfactorily to the family the death of a 
fetus and the serious obstetrical injuries of a 
young mother. Existence of such a situation is 
possible in most instances only because of mis- 
placed confidence. 
DEVELOPMENT 

It took centuries for cesarean section to 
emerge from a destructive procedure of last 
resort in the presence of death to its present 
development as an elective obstetrical measure. 
Although a glance over the facts and figures in 
the current literature might suggest that there 
is a suspicion in the minds of some obstetricians 
that cesarean section is still being used solely as 
The first authentic 
that of 
Trautman of Wittenberg, in 1610, upon a wo- 
Until 
1882, when Sanger introduced the conservative 


an emergency operation. 
record of a true cesarean section is 
man with hernia of the gravid uterus. 


section, no sutures were placed in the uterus 
and the mortality from hemorrhage and sepsis 
Based on Felkin’s 
cesarean section he witnessed in Uganda in 1879, 


was high. report of the 
there is, of course, a possibility that suture of 
the uterus was practiced before Sanger’s time. 

The development of cesarean section has been 
similar to that of all major surgical procedures. 
With increased understanding of infection and 
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possible complications, a technic has been 
evolved which is safe, if all the indications for 
its performance are rigidly met, and therefore, 
a greater number of surgeons are using cesarear 
section. It is my personal opinion that the indi- 
cations for cesarean much more 
elastic than formerly, and rightly so. I believe 


section are 


if conditions exist that even partially indicate 
the necessity of cesarean section, and if these 
conditions are recognized early, cesarean sec- 
tion offers the safest manner of delivery. I 
cannot derive a great amount of consolation 
from having forcibly delivered a baby through 
even a slightly contracted canal when the pro- 
cedure results in extensive injuries to the cer- 
vix, to the urogenital and rectovaginal fascia, 
and to the perineum. 
increase the morbidity, 


These injuries necessarily 
add to the risk of 
hemorrhage and sepsis, and condemn the pa- 
tient thus damaged to ill-health until an exten- 
sive plastic operation can be done to restore her 
to anatomic fitness. Nor has it been my ex- 
perience that trial labor, prior to cesarean sec- 
tion, offers any advanage. It gives very little 
definite information and undoubtedly adds to 
the hazards of the operation. Nor am I con- 
vinced that serial roentgen ray views taken at 
intervals throughout the trial labor give any 
more information than can be obtained by ex- 
aminations. My practice is to examine frequent- 
ly those patients in whom a degree of pelvic 
difficulty 
arise, and, if at term, the head is not engaged in 


contracture would indicate might 
the true brim, a definite date for elective section 
is set. 

Edward Reynolds, in 1907, was the first in 
this country to call attention to the abuse of 
cesarean section, and his views, even with the 
passing of thirty years, are still excellent ob- 
stetrical judgment. He decried the practice of 
hesitancy in choice of a method of delivery: 
“Tf the date of election is the safest time for 
the performance of the section in cases of abso- 
lute indication, it is of necessity also the safest 
time for the section when done for a relative 
indication.” Reynolds pointed out that the “bad 
practice of performance of the section after a 
variable amount of labor is founded on a gen- 
eral, but mistaken belief, that the so-called test 
in labor is our only sure method of determining 


the question in those cases in which the section 
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is indicated in the absence of extreme deformi- 
ties of the pelvis .. . . Though the test in labor 
is certainly the easiest of all methods of determi- 
nation of the degree of mechanical adaptation 
present, its value may well be doubted when 
considered in connection with its dangers . 

The means of diagnosis placed at our command 
by recent progress are sufficient to enable us to 
decide in the great majority of all cases with 
a fair degree of certainty, for or against that 
which is the ideal operation in all really difficult 
cases, the primary cesarean section.” There 
could be no doubt of the accuracy of the test in 
labor persisted in to the point of actual failure 
of the natural forces, but unfortunately, the 
danger of the performance of section so late 
in labor is also undoubted. On the other hand, 
the partial test of labor he held to be of slight 
value: “Little can be judged by the character of 
the first pains, and with each successive hour 
the danger of the subsequent section increases 
pari passu with the increasing value of the test.” 
Reynolds believed that the gradual elimination 
of the doubtful class could be attained, “first, 
by better methods of estimation of the amount 
of mechanical obstruction presented by a given 
case; and second, by the estimation of the value 
of that obstacle when considered in connection 
with the information as to the probable char- 
acter of labor obtained by history and a diag- 
nosis of the constitutional and muscular condi- 
tion of the patient.” If analysis of the me- 
chanical obstruction leaves the choice of method 
in doubt, primiparae and multiparae should be 
considered separately. “Doubtful cases must 
be treated by individual judgment, but the im- 
portant point is that in multiparae with me- 
chanical obstacles it is not the number of centi- 
meters in the conjugate, but the history of previ- 
ous labors which should be the paramount point 
in determining the indication. Common sense 
should never be forgotten in our practice.” In 
primiparae, the age and constitutional character- 
istics are to be carefully considered: “Strong 
young women in whom the degree of mechani- 
cal obstacle is doubtful may be left to the full 
test of natural labor in the hope that the head 
may be driven past the brim and with an abiding 
faith that if this fails this class of women will 
endure the intrapelvic operation well and safe- 
ly.” The management of subsequent labors 


may then be determined by the experience gained 
in the first. In elderly primiparae, when there 
is any doubt after study of the mechanical ob- 
stacle, cesarean section will usually be the safer 
operation. Reynolds calls attention to the neces- 
sity of always bearing in mind that “Labor is 
a muscular function and its efficient perform- 
ance is dependent on the possession of muscu- 
lar power in combination with a capacity for 
enduring pain without undue exhaustion, and 
physiologic research tells us that muscular en- 
durance, muscular coordination and nervous 
stamina are usually dependent on the possession 
of good eliminative organs and heart muscle. 
This combination is often found in otherwise 
very delicate individuals . . . . Whenever, on 
the other hand, in elderly primiparae, or in 
younger women with exceptionally rigid soft 
parts, the choice, from a mechanical standpoint 
is an essentially doubtful one, the balance of 
advantage lies with the primary section; and 
the same may be said of the ‘obstetrically worst 
equipped’ who deteriorate during pregnancy.” 
INDICATIONS 

There is only one absolute indication for 
cesarean section which admits of no quibbling. 
If the true conjugate measures 6 to 6% cm. 
vaginal delivery of a full sized child is impos- 
sible. Even with a conjugata vera of 9% cm. 
we must remember the possibility of the exis- 
tence of funnel pelvis and consider the size of 
the outlet. I agree with Newell that many 
obstetricians rely too much on external pelvi- 
metry alone for classification when as a matter 
of fact external pelvimetry tells us but little. 
Internal pelvimetry is fairly accurate; the di- 
ameters of the pelvis can at least be estimated 
and it is the only way we can tell if the pelvis 
is contracted. 

The relative indications for cesarean section 
have already been covered in detail and there 
is no need for me to enumerate them. 

There is no doubt but that in certain pre- 
eclamptic toxemias cesarean section should be 
the operation of choice, particularly if the pa- 
tient is a primipara, if the toxemia is progres- 
sive, if the cervix is long and rigid, and if the 
position of the baby will not insure a simple 
uncomplicated induction of labor. I cannot sub- 
scribe to the use of cesarean section in any true 
eclamptic state. Certainly, under such condi- 
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tions, the induction of labor by one of the many 
methods, along with the proper narcosis, is the 
procedure to elect. I believe this opinion is 
concurred in by most authorities today. Eardley 
Holland cites the analysis by T. Watts Eden 
of the recent collective investigation of eclamp- 
sia in Great Britain, which showed that pa- 
tients with eclampsia delivered by cesarean sec- 
tion had a mortality much greater than the 
average for the disease, both in mild and in 
Holland also points out that 
cesarean section for pelvic contraction on other- 


severe cases. 


wise healthy young women without complica- 
tions and not in labor shows a mortality of 
from one per cent to two per cent, whereas, 
natural delivery in young women comparable in 
all respects except absence of pelvic contraction, 
shows a mortality of from one to two per 1000, 
and that, therefore, it would seem cesarean sec- 
tion as a method of childbirth is only one-tenth 
as safe as normal labor. 

All patients with placenta previa centralis 
should be delivered by cesarean section because 
of the impossibility of lessening the hemorrhage, 
coincidental shock and infection which accom- 
pany any type of delivery by the normal route. 
In certain instances, patients with placenta previa 
marginalis should receive serious consideration 
as candidates section. In_ this 
group, I would place primiparae with a cervix 


for cesarean 


which has not been partially obliterated, when 
little dilatation has occurred and the introduc- 
tion of bags would cause trauma and increase 
the likelihood of hemorrhage. The use of a‘ pack 
is unsatisfactory, and apt not only to fail in in- 
ducing uterine contractions, but by being left in 
for a long period of time, to tend definitely to 
increase the possibility of sepsis. 

Cesarean section is absolutely indicated in 
abruptio placentae, except in very mild cases 
when the patient is in active labor. 


I do not believe that abnormal presentation 
alone offers a sufficient indication for cesarean 
section, and have never performed it merely for 
this reason. However, when abnormal presen- 
tation is complicated with a large child, contract- 
ed pelvis, rigid soft parts, or when this acci- 
dent of pregnancy occurs in an aged primipara, 
I believe that cesarean section is to be seriously 
considered. 
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CONTRAINDICATIONS 


Chief among the _ contraindications for 
cesarean section are the presence of a dead 
baby or a long labor with multiple vaginal ex- 
aminations. Of course, in cases with frank in- 
fection neither the classical nor the low cervical 
section should be attempted, but a Porro, or 
Gottschalk-Portes, or Latzko procedure. 

Munro Kerr and Eardley Holland in 1921 
published an analysis of 4,197 classical sections 
performed in the hospitals of Great Britain and 
Ireland during the period 1911-1920, inclusive. 
The maternal mortality for patients not in labor, 
or very early in labor, was 1.6 per cent; for 
patients after attempted surgical induction of 
labor, 14 per cent; and after “failed forceps”, 
the mortality reached the high figure of 26 per 
cent. The conclusion was that the maternal 
mortality of cesarean section is almost entirely 
due to septic infection, leading as a rule to gen- 
eral peritonitis; also, that a few deaths were 
accounted for by pneumonia (probably of septic 
origin), pulmonary embolism, postpartum hem- 
orrhage, and postoperative intestinal obstruction. 
The fetal mortality in patients in whom forceps 
had been tried and failed amounted to 27 per 
cent, and the early mortality of the infants who 
survived delivery was 11 per cent; the fetal or 
infant mortality in such cases being from sub- 
dural cerebral hemorrhage due to forceps pres- 
sure. 

The axiom, “Once a cesarean, always a 
cesarean”, is open to question. If the same 
conditions exist in a subsequent pregnancy 
which made a previous section necessary, there 
is no doubt of its truth. Even under the ideal 
surgical conditions which exist today, I do not 
feel it wise to allow a patient to be submitted to 
more than two cesarean sections. The patient is 
advised that after the second section, if the 
first baby is alive and well and the baby just 
delivered appears healthy, that sterilization 
should be done. This rule, of course, is ob- 
jected to occasionally on religious grounds, and 
under such circumstances cesarean section is re- 
peated when indicated. In my series of cases, 
there was one patient upon whom I performed 
five cesarean sections for this reason. 

INDICATIONS FOR LOW CERVICAL SECTIONS 

Frank, of Cologne, in 1907, introduced the 
technic of the low cervical section, which was 
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modified Ly Selheim and by Beck and DeLee in 
this country. In the past ten years, I have done 
58 low cervical sections, the entire number of 
sections done in my private practice during this 
period. In my mind, there is no doubt as to the 
superiority of this technic over the classical 
cesarean section. My reasons for making a 
low cervical operation elective in all instances 
are: 

1. Because the incision is placed in the in- 
active lower segment of the uterus, healing is 
more complete, and union is primary. In the 
14 patients in whom cesarean section was re- 
peated it was difficult to identify the scar of 
the former operation, 

2. There is less likelihood of adhesions be- 
tween the scar and the intestines or the abdomi- 
nal wall. In the 14 repeated sections there was 
not one instance in which adhesions were en- 
countered. 

3. The blood loss in the low section is much 
less than in the classical section because the 
placental sinuses are rarely encountered ; and if 
the proper medication has been given, the 
amount of blood lost may be reduced to less, or 
rarely more, than in a normal delivery. 

4. The likelihood of rupture of the uterus 
in subsequent pregnancies is definitely mini- 
mized because the lower segment during labor 
acts as little more than a canal through which 
the baby is driven. It is noteworthy that while 
the incidence of rupture of the scar in the class- 
ical cesarean section is 4 per cent, not more 
than 25 cases of rupture have so far been re- 
ported for the low cervical section in the entire 
world literature (Holland). 

5. The likelihood of infection in the scar is 
reduced because of the comparatively smaller 
degree of vascularity in the lower segment, and 
also because of the great natural protective 
mechanism against infection in this region. 
Therefore, should infection occur, it is more 
apt to be localized under the bladder fold and 
is easily accessible to surgical drainage, in con- 
trast to the rapid extension of infection which 
will occur in an incision in the fundus of the 
uterus where the circulation is generous with 
more probability of dissemination into the 
peritoneal cavity and into the general circula- 
tion. 

If it is accepted that a temperature of 100.5° 


for three successive days is evidence of a 
morbid state postoperatively, evidence is fur- 
nished in my group of cases to substantiate the 
contention that the incidence of infection is re- 
duced to a minimum with the low cervical sec- 
tion, for only five of the 58 patients, or 0.86 
per cent, ran this amount of temperature. 

6. It is reasonable to expect a smoother con- 
valescence with the low type of operation, in 
view of the fact that the intestines are not ex- 
posed, and if the proper procedure is followed, 
there should be a negligible amount of spill of 
amniotic fluid and blood into the peritoneal 
cavity. This claim has been justified in my 
series of cases, for the amount of distention ob- 
served was as follows: None in 35 cases; very 
slight in nine; slight in ten; and marked in four 
cases. There was no mortality in this series of 
58 cases. However, I must state that these were 
all elective sections, done under conditions 
which are designated as ideal for cesarean sec- 
tion. 

7. The fear of bladder injuries in the low 
cervical section is unwarranted because there is 
such definite demarcation of the anatomy of 
this region that no excuse can be allowed for 
trauma to the bladder. No difficulty has been 
encountered in repeated operations in securing 
sufficient vesico-uterine peritoneum to wall off 
the field of operation and to peritonealize all 
raw areas when the uterine incision is closed. 

SUMMARY 

The argument that the classical operation 
should be selected because of the ease and 
rapidity with which it is done can no longer be 
accepted as valid. The insistence that the low 
cervical section offers more technical difficul- 
ties is unfounded. A more intimate knowledge 
of anatomy is necessary for the low cervical 
operation, but after some experience with the 
important technical details of the operation, a 
technic can be developed which requires very 
little longer than the classical operation. And 
certainly, with strict adherence to a few minor 
details, an operative field is left which is more 
conducive to primary union, and there will be 
less peritoneal irritation and less likelihood of 
postoperative hemorrhage. 

The average time required in my group of 
cases to perform the low cervical section was 28 
minutes. Since blood loss can largely be con- 
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trolled in the lower segment, there is less rea- 
son for haste which has always seemed neces- 
sary when performing cesarean section. 

I have used general anesthesia in the form 
of ethylene in all cases, without complications. 
While the operation can be accomplished under 
local anesthesia, I see little reason for its em- 
ployment except in instances where general 
anesthesia might be definitely contraindicated. 
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In 1937 the New Orleans Gynecological and 
Obstetrical Society reported a survey of the 
cesarean sections performed in the City of New 
Orleans during the years 1921-1926, inclusive, 
at a joint meeting with the 
Medical Society. 


Orleans Parish 
Since that time many similar 
surveys from other cities have been reported. 
It was felt at the time that this summary would 
bring to the attention of the profession certain 
points regarding the indications, contraindica- 
tions and technic of the operation, and that 
thereby an improvement in the results would 


result. We now present another survey of the 


operations performed during the 10 years 1927- 
1936, and will compare the two surveys in their 
various aspects, It was thought best to pre- 
sent the material in tabular form, as was done 
in the first report. 

It will be noted that the Presbyterian Hospital 
is not listed in the second series, because of the 
The 
Flint-Goodridge Hospital was omitted because 
of the fact that it has undergone extensive 


changes in this period, and it was felt that the 


fact that it was closed several years ago. 


*The Report of a Special Committee of the New 
Orleans Gynecological and Obstetrical Society. 

Footnote: We wish to express our thanks to 
the various hospitals and to their staffs for per- 
mission to review their records in this study. 


number of obstetric cases handled in that insti- 
tution since its reorganization is not sufficiently 
The 
Mercy Hospital was just beginning to function 
at the time of the first survey, so was not 


large to be of value in this compilation. 


covered by that report, but is included in the 
present study. 


It will be seen from Tables 1 and 2 that the 
incidence of cesarean section in hospital de- 
liveries has risen from 1.8 per cent in the first 
series to 2.08 in the second: in other words, it 
has practically doubled. In the first survey, it 
was found that .48 per cent of all deliveries in 
the city during the period covered had been by 
the cesarean route, while in the second survey 
this figure has risen to 1.19 per cent, which 
means that the operation was performed two 
and a half times as often in the second period 
as in the first. 

The question naturally arises, is this marked 
increase in line with the best obstetric practice? 
We feel that a certain increase in incidence was 
justified, in view of the poor results reported 
in the first series, but there is room for doubt 
as to the necessity for this rather marked rise. 

Tables 2 to 7, inclusive, do not require any 
particular discussion. The fact that 313, or 
nearly one-fourth, of the patients, were multi- 
parae may be explained in some cases on the 
basis of previous obstetric difficulty, in others 
by the occurrence of placenta previa, or heart 
disease, as complications. As regards anesthe- 
sia, it will be noted that ethylene-oxygen was 
the most popular. Local and spinal analgesia 
were not very much in favor. Some obstetri- 
cians are very partial to local analgesia for this 
operation, but spinal is, as a rule, employed only 
under special indications. 

The indications for cesarean section have been 
greatly broadened in the past few years; many 
feel that the tendency has gone too far. In 
Table 9 it will be seen that contracted pelvis is 
given as the indication in 480 cases, and dis- 
proportion in 71, 2 total of 551, or nearly one 
half the entire number. In the first series, the 
figures were 107 and 16, respectively, a total of 
123, or about 42 per cent of the operations. In 
the present series, as in the first, it was noted 
that in such cases the pelvis measurements were 
frequently lacking from the records; however, 
the charts are much better in this respect than 
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formerly. It is to be noted that eclampsia was 
an indication much less often than in the first 
series; in the 1927 report this condition was 
the complaint in 41 of the 291 cases (14 per 
cent), while in the present series it is noted in 
only 27 cases (2.4 per cent). “Other toxemias” 
constituted the indication in 12 cases in series 
one and 51 cases in the present study, giving 
approximately the same incidence. Placenta 
previa is noted as being performed about as 
often in the first as in the second series (33 and 
114 cases, respectively), which is somewhat of 
a surprise, as we were under the impression 
that this condition was being treated by cesarean 
section more frequently now than formerly. It 
was found on the whole, that the indications 
were much more carefully recorded on the 
charts than was formerly the case. 

Tables 10 and 11 need no particular discus- 
sion. It was found that the morbidity after the 
low operation was approximately the same as 
after the classical, which was contrary to our 
expectation that it would be somewhat lower. 

In Table 12, it is to be noted that acute dilata- 
tion of the stomach was recorded only once in 
the 1108 cases, whereas it was listed 17 times 
We feel 


that many of the cases so classified were rarely 


in the first series of 291 operations. 


instances of peritonitis. 

The type of operation (Table 13) was more 
carefully described in the records in the second 
series than in the first. In the former report 
60 per cent were of the classical type, 12.7 per 
cent of the low cervical type, 4 per cent were 
listed as Porro, and 39.5 per cent were not satis- 
factorily described. In the present series, 49.2 
per cent were classical operations, 44 per cent 
low, 3.5 per cent were Porros, and only 3.3 per 
We are of the 
opinion that many of the unclassified cases in 
the first series were of the classical type, and 
that hence the shift to the low operation is even 
more marked than is shown by the figures given. 
The committee feels that this is the proper tend- 
ency; it will be noted later that the mortality 
for the low section was found to be about one- 
half that for the classical operation. 


cent were not clearly described. 


The most interesting and important finding 
in this investigation, was the marked reduction 
in both maternal and fetal mortality rates. The 
former was cut from 16.1 per cent to 5.9 per 
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cent, and the latter from 18.9 per cent to 108 
per cent. In the first series there were nine 
maternal deaths from peritonitis and septicemia, 
while 22 were due to these causes in the second 
survey; this constitutes a percentage reduction, 
but is still much too high a figure. Sixteen of 
the 41 patients with eclampsia in the first series 
died, and nine of the 27 in the second study, 
confirming the opinion that cesarean section is 
not to be recommended as the treatment for this 
condition.” Embolus accounted for five deaths 
in the first series of 291, and for only two 
deaths in the 1108 cases of the second survey. 
As set forth in the last table (Summary), there 
were 39 deaths in the classical operations, or 
7.2 per cent, 18 in the low (cervical) group, or 
3.7 per cent, and 4 or 10.3 per cent in the 
Porro cases. This would appear to bear out the 
contention of many obstetrical surgeons that the 
low operation is the one of choice. 


Most of the New Orleans hospitals have 
adopted the recommendations made in our 1937 
report that consultation with an obstetrician or 
gynecologist be obligatory before a cesarean 
section is performed. We feel that this has 
been a factor of considerable importance in the 
lowering of the mortality rate. It was noted. 
however, that in some instances the consultant 
was neither an obstetrician nor a gynecologist, 
hence was hardly qualified to pass upon the 
question at issue. We would recommend that 
this matter be brought to the attention of the 
directing heads of the various hospitals. We 
would also urge that the rule as to consultation 
be adopted by those hospitals that have not as 
yet done so. 


CONCLUSIONS 


1. The reductions in maternal and fetal mor- 
tality, as set forth above, are very gratifying. 
We feel that this is due in great part to more 
careful studies of our patients both ante and 
intrapartum, to better attention to the contra- 
indications and to greater care in selection of 
the type of operation and of the anesthetic. 
However, there is room for further improve- 
ment, as the mortality rate of 5.9 per cent is still 
too high. 

2. It is noted that the hospital records are 
much better kept than formerly. 


3. The indications for the operations appear, 
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as a rule, to be more clearly set forth than was provement in the results, we would stress the 


the case at the time of the first report. importance of several points in an endeavor to 
4. Cesarean section appears to be on the in- reduce further the mortality rates: 

crease in this city, being performed about two a. The indications should be restricted as 

and a half times as often as at the time of the much as possible. 

first report. There is some question as to the b. Patients should be carefully studied in 

necessity of delivery by this route in some cases. the prenatal period, in order that potenti- 
5. It would appear that cesarean section al section cases may be discovered. 

should not be employed to any extent in eclamp- c. Such patients should be handled with the 

sia. It might be used in certain cases, under greatest attention to asepsis during labor, 

special indications. limiting examinations (particularly vagi- 
6. Resort to this operation appears justifi- nal) as much as possible. 

able in some cases of placenta previa; the near- d. The type of operation to be performed 

er to term, the more tightly closed the cervix should be carefully considered, especially 

the more pressing the indications. It is gener- in potentially infected cases. 

ally accepted as the best treatment for central e. More frequent use should be made of 

placenta previa. the Porro operation (hysterectomy) or 
7. The superiority of the low (cervical) of craniotomy in the actually infected 

operation over the classical section seems to be cases, with fever already present. 

well established, and this survey adds further f. As stressed in the body of the report, 

evidence to that effect. consultation with an expert obstetric sur- 
8. In conclusion, while we wish to express geon should be more frequently resorted 

our gratification at finding this marked im- to than has been done in the past. 


TABLE 1 
STATISTICAL SUMMARY 


Hospital 1921 1922 1923 1924 1925 1926 Total Rate 
Baptist 

Cesareans 6 

Deliveries 213 213 2.8 
Charity 

Cesareans 24 16 8 12 12 15 87 

Deliveries 917 994 1097 1298 1358 1453 7117 1.2 
Hotel Dieu 

Cesareans 5 14 2 + 10 9 44 

Deliveries 420 294 472 535 597 537 2855 1.5 
Mercy 

Cesareans 2 9 4 15 

Deliveries 115 172 223 510 2.9 
Presbyterian 

Cesareans 9 6 6 5 4 30 

Deliveries 87 146 141 113 63 550 5.4 
Touro 

Cesareans 21 18 11 16 21 22 109 

Deliveries 482 493 591 668 892 919 4045 2.7 
Flint-Goodridge 

Cesareans 2 2 3 7 

Deliveries 25 32 42 42 51 45 237 3.0 
Woman’s Dispensary 

Cesareans 2 2 

Deliveries 152 122 180 163 179 796 .025 
Total 

Cesareans 52 59 27 42 60 60 300 

Hospital deliveries 1844 2052 2470 2979 3346 3632 16323 1.8 

Total N. O. 


deliveries 10086 10162 10268 10870 10139 =: 10441 61966 484 








Hospital 1927 1928 
Baptist 

Cesarean 5 3 

Deliveries 280 313 
Charity 

Cesarean 19 19 

Deliveries 1506 1703 
Hotel Dieu 

Cesarean 20 12 

Deliveries 565 513 
Mercy 

Cesarean 

Deliveries 222 292 
French 

Cesarean 1 3 

Deliveries 35 222 
Touro 

Cesarean 33 38 

Deliveries 933 800 
Wioman’s Dispensary. 

Cesarean 4 1 

Deliveries 178 220 
Total 

Cesarean 82 76 

Hospital 

deliveries 3719 4063 
N. O. Deliveries 10463 10123 


TABLE 3 
AGE 

Under 20 
20-29 
30-39 
Over 40 
ene 
Not analyzed 


PARITY 
Primiparae 
Multiparae 
Not stated 
Not analyzed 


4395 
9383 


STAGE GESTATION 


Premature 
Term , 
Note stated 
Not analyzed 


TABLE 4 


DURATION OF LABOR 


Not begun ere ; 
Aseptic test apenas lad 
Began—first stage ___.. 

I siidelntcauenanciabeidiaionans 
Second stage -— 
Not stated or not analyzed. 
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TABLE 2 


STATISTICAL 
1930 §=1931 
11 10 


352 381 


saiinidenniiieienitadteniinisdesiceiieeslamteicndiee <—_) e 


37 42 
2072 2528 
9 11 
573 467 
7 
291 296 
2 2 
242 234 
26 51 
83 869 
2 3 
308 307 
87 126 
4668 5082 
9339 9207 

53 

. 376 

219 

47 

3 

390 

381 

313 

— 

. 390 

.. 123 

. 576 

ite. 

. 396 

. 354 

eamaes 4 

316 

3 

417 





SUMMARY 


1932 1933 1934 1935 1936 
17 12 17 17 20 
379 329 475 439 528 
40 45 58 54 66 
3266 3449 3573 3894 3847 
4 9 10 18 3 
430 418 422 518 580 
6 3 4 6 8 
354 322 322 325 432 
4 1 7 


33 38 30 55 55 
711 721 784 814 849 
3 1 2 


333 367 


107 108 123 153 169 


5665 5741 6079 6485 6732 
9142 8532 8825 8959 8963 


EXAMINATIONS 
Not mentioned or not analyzed__. 
None 
Rectal only - 
One examination . 


More than one examination. 


TABLE 5 

POSITION 
Not stated or not analyzed__.. 
ISS IER ee we 
Transverse . 


BI onic? cn ianiancittidsmeeiiiiiaieitieabaaitncn tattle 


Face . 
MEASUREMENTS 


Not stated—(miscellaneous cases) 
Not stated in contracted pelvis 


PREVIOUS SCARS 
Ruptured 


Inadequately described... 


Total Rate 
118 3.0 
3866 
395 1.4 
27771 


117 2.3 


Microscopic examination. ciiecenaies ead taathadea 


OR ‘ 
SE sic lsseccutincelscens 





TABLE 6 


MEMBRANES 


Not mentioned or not analyzed____. 


a Sa ea Ane ean Aeeee ene 


5001 
34 1.1 
3145 
31 1.7 
1715 
395 4.9 
8128 
18 0.6 
3003 
1108 
52629 0s 
92936 9 
536 
nipearittces 239 
4 
131 
nse eee 198 
. 645 
sasescaias . 392 
= 16 
Sinssnipacebaais 54 
isla Salees 1 
. 283 
183 
Wan rman 3 
23 
0 
Rn ener nae 66 
aielpmantuiiianas 34 
ckcieeaeldadl 13 
Lisa 662 








wy Z 


nas ut mn ee att i. ch OO Oe yw ~~ et 


~ 
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REE enemas eoeerercn eee aoiiinbcdiimaisa aan 
IE, cnitiseteiireteentiennicticniennention sealeeeie < 
PREVIOUS ATTEMPTS AT DELIVERY 
Pack _ o- 
eine ces 5 
5 EE RE Rie aR ene ok Re 4 
Manual dilatation —_...... 2 
NE csccicrssa sacl cadedidesaasaieanicconciabaindalinte ; 8 
Seieutinn ‘Cased « not . stated) 1 
Catheter induction -.. , 3 
TABLE 7 
LENGTH OF OPERATION 
Under 1 hour__..... Baiatas ai .. 434 
itt Ge... eee - 106 
Not stated or not analyzed .... 538 
OTHER OPERATIONS 
Resection tubes .- ceneeleae 130 
Myomectomy -. See: 
Complete deateonabonny " i pbaeb 3 
Appendectomy - achat : oer 0 
Left oophorectomy 2 
Hera —...... SE Ee OR TE OO 3 
Bilateral poreran cation whee 3 
Unilateral salpingo oophorectomy. 1 
Repair of ruptured uterus. : 1 
Accidental enterostomy with enmwe See eee ee 1 
TABLE 8 
ANESTHETIC 
Ether = sascmeceaiate : ee 
Ethylene ‘ wideintele: ae 
Nitrous oxide -. . sicanticaiisaniietsaies Aaa 
Spinal si acne ssiaasaniabineemaice a 
ES es re eee Oe soni aiee 
I ithe cadtaaiecieisibeabbnapadiowhians ———— 
Cyclopropane -..... siti ——— 
BN SN so nsscesitucindadirbsbencend . nsnnieet . 16 
Chloroform paces a 1 

Others not ewrery or analy zed 
Number of surgeons-.....- _.. 98 
TABLE 9 
INDICATIONS 
I MII csi ereiennenccesotctinainesicoenes 480 


Kclampsia . Se eee eivalioneahaoia 27 


Other toxemias ——____ 51 
I ets oacteenieene eae 114 
Premature separation placenta... 34 
Disproportion —_-.... cccrniiicnicnpgaiteieonltetgaes A 
Previous cesarean onetion eae ee a 
STE, Ee nctilslaisitiaisaneioaiitieida 25 
Inertia—prolonged labor... 16 
a a ee Te ue 
a SS ne aan 25 
I I i acancenaincarceocnncestnntagnimanbiounineinets 21 
I ee a ee eT om 2 
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I IN 0. on ocscnetanduiacenaancabeaanieenla 1 
Rupture cesarean scar 2 
Cardiac lesions —.. 22 
Tuberculosis 8 
Carcinoma cervix 3 
Fibroids 15 


Previous apemeshene 
Bandl’s contraction ring 
Bicornuate uterus 
Stenosis cervix —.. 


Congenital malformations (in manent 
Ovarian cyst - 

Herniation of uterus Quiet 2 rectus 
Previous difficult delivery_........ 
Previous obstetrical history 
Acquired pelvic deformities 
Not stated —..... eee 
Ruptured membranes -____.- 
Pyelonephritis and neGrenesiweetn . 
Vaginal lesions - 


ee Doe eH eH bh OO Oe tS Ob be 


SE » = 
Large periurethral shaneus 1 
Intestinal obstruction 1 
la 1 ll FT. " 1 
Habitual death of fetus 2 
Bronchopneumonia 1 
TABLE 10 
TYPE PREVIOUS LABORS 
(In Multiparae) 
PIE Sicidececcees cstinuteidnsiebimeenaicanbeisies Leona ae 
Version - ee Ben Me aes Le 
as ; ; ue . 16 
Cesarean _......... 148 
Normal -.......... shoes jon , 78 
ee oe ee cede eaeness ecmiapmaaaee ae 
Ie I ees conncticesitadceataacockeeciiptanaa ncceemetias acetates ee 


TABLE 11 
POSTOPERATIVE FEBRILE MORBIDITY 


(Criterion—100° F. After Operation) 


Total Sections Febrile Incidence 
ee: 348 63.8% 
Eee ae Bea aa ear See . 488 304 62.3% 
ra... _ 39 27 71.0% 
Not stated a ee... 7 

TABLE 12 

COMPLICATIONS 

(Excluding Deaths) 
Pulmonary .- 2 claheseieapiatoccieaitsbesniaaeeLaee easel 14 
Kidney and Mintider.. —_ siciscisoenseanaestgtectiaea A 
Postpartal cviaiees lonnanuial i 
RCE NEE eee eT 1 
Postoperative vaginal hematin ae 3 


Phlegmasia alba dolens sccecalbassasletnanale ade 
po Re CRE 
Mastitis 3 
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Evisceration —.. saat ae 
Diabetes mellitus - Ene ean rR 
Puerperal infection... PROTON ONES Se —_ 
Septicemia aie Sidinsdadabibihiclalencitbiiiaig in 
Utero-abdominal fistula... >>> mee 
Paralytic ileus —....... 

Tuberculosis 
Peritonitis 
Lues ; icstaiebtomis . RP COE en eae ER 
Puerperal sepsis Scnallaiastdleaaaibics 
Cardiac siokoals 

Surgical ry a i ai rear eee 
Infection hypo- and intravenous ‘Ghee... 
Toxic erythema 
Endocarditis — acaieladess 


wa a ee ee 


nw 


— bo 


TABLE 13 

TECHNIC 
Classical ee ; A 545 
I ooo enna coat cataaalaae: iabashcstaieesabinas TaD 
Porro SEES oe ee ae a oe That Tae 
Miscellaneous Siinscdecinbeddinemethiaedagateiendimiaiadeatadl 
Not stated —__ _ laseiacen api cnaiiciaeaal 35 





Total Eee 
Maternal Deaths ‘ 
Fetal Deaths —_. 


eee oe A 1108 
64, or 59 per cent 
117, or 10.8 per cent 


TABLE 14 
MATERNAL MORTALITY 1921-1926 


(Analyzed by Causes of Death) 


Peritonitis 6 
Septicemia ___.... en iitiiacaiacaniaemSiiaieaandaal 3 
Rupture uterus or scar. . 3 
Toxemia sé silesainshaawiiitay a 
ne nee ee, 
Placenta previa — ne 1 
Premature separation stuenutn. seaman 1 
Acute dilatation of the stomach... 2 
ic a 1 
Postoperative vagina! ‘pemestheas. neaetaepaeiatiiial » 
Heart lesions — 2 
Embolus ssnecetibaleeletaicceeninsialbaabaaseiagnaapaeactaib 5 
EE eS ne Se ee ae ee 2 
a ee or eS 47 
TABLE 15 
MATERNAL MORTALITY 1927-1936 
(Analyzed by Causes of Death) 
Peritonitis 10 
IID nineescsrcsecessisiccnalihisiaesaecihticontaniea - 12 
IDS aisiccattnseiasecsseaeeceanseniatitiiengatbintiaeniccinsn te 2 
tclampsia 7 
Placenta previa ' 2 
Acute dilatation stomach 7” 1 
Pneumonia — an EPe SPAS ERE 8 
Postoperative vaginal ‘hemes. ees Aer eee 3 
ee Lee ee ee ee 4 














SND cccneanicmamnnndan 2 
Ee Nemes ane eee eee ane aan Fae OeS 2 
NEESER ReneS os en eS eRe er ees 1 
Postoperative intestinal obstruction 1 
I tc aia innate 2 
Corchent henner SL .. 6 
ae eerie ere 2 
er en a ee 1 
ae ee 
I ce oe Ee 1 
5 RSE ae ev CL re arate ace 1 
Se SI oo on a ciccdetenictovinciceiianilanes 1 
sa EL Le RR ea ee a ae eS 64 
TABLE 16 
MATERNAL MORTALITY 
(Analyzed According to Type of Operation) 
I i career 39, or 7.2 per cent 
NEE, SoS RO aoe RES OR ES RE 18, or 3.7 per cent 


Es |! le 











Portes ecb ._ 1, or 50.0 per cent 
Pe i seiicccectansnsessecnennenn 2 
TABLE 17 
MATERNAL MORTALITY 
(Analyzed by Years) ‘ 

Year Total 
NITE iiicsninssienncideloenssnitetc sania ia 7 
1929 

1930 

1931 

1932 "i E ‘ os 
I psc ag ancl eagles healatadaisa 4 
eee ae ee ae ee eT eR AE TT 4 
Re ee ree ae ee saci ital 8 
I scsi ait cach cal i ig es Taal te 4 


MEME sitchtvsivnchctiniicinbinp ACE aii caemea tears 
TABLE 18 
MATERNAL MORTALITY 


(Analyzed as to Operative Indications) 








i See ae ee 7 
Eclampsia Reece Pere 
I I i salcrissrpeaitabenibbintensonadabosoteeaians 2 
Placenta previa _— aaa esting adaicengeadama ante: a 
Premature eupasetien stenitn. Fee Rie oe LE LPR 1 
Ae See ee 3 
Inertia—prolonged labor — 0 
eee eee ee 1 
a ee 1 
Ee Ce eae eT 1 
Malpresentation — - ae 





Bronchopneumonia 1 











Bic 


Ma 
Ch 


EI 
N« 


a inn iia nae! 








Bicornuate uterus __. 
Cerebral hemorrhage - 
Malposition 


Charts not analyzed for this data__.._.___»_»_LP______ 


TABLE 19 
MATERNAL 
(Analyzed as to Duration of 


Elective seco 

ee eae... 
Begun 

Examined _. nie 
Membranes ruptured __ 
Attempts at delivery 
Long labor - 

Bag induction - 
Catheter induction 


Duration not stated or not analyzed 


TABLE 20 


FETAL 
Pelvic contraction - 


MORTALITY 


Placenta previa - wean 
Premature separation placenta 
Toxemia : 

Rupture uterus or scar 


wo 


ae ee 


MORTALITY 


Labor) 
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Neglected labor —--.......... 1 
Congenital malformations — 0 3 
Tok cata Lc... 1 
CU I sc anscctececcecectcentictsntes 0 
Prematurity — ws Oe 
Uterine fibroids —_. : 3 
Frevious attempts at delivery <n 
a ee a eee . 61 
I as i 2 
Pneumonia —. 1 
a 8 
Total ane 
Per cent __.. 10.8 

TABLE 21 
SUMMARY 
(Comparison with Previous Report) 
1921-26 1927-36 

(Inclusive) (Inclusive) 

Total cesarean sections__. 300 1108 
Per cent cesarean sections . £8 1.2 
Total maternal mortality... 47 64 
Per cent maternal mortality... 16.1 5.9 
Total fetal mortality_. io 117 
Per cent fetal mortality 18.9 10.8 
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THE 1938 ANNUAL MEETING 


The 1938 meeting of the Louisiana State 
Medical Society was a great success from 
every point of view. There was a large 
attendance, 1478 being registered, including 


members of the society, their wives, medical 
students, interns and so on. 


Outstanding in the events was the evening 
session on Tuesday, May 3. The President, 
Dr. Charles M. Horton, delivered a splendid, 
thought-provocative and constructive address 
dealing largely with the many economic and 
social problems that beset the medical pro- 
fession at the present time. The annual 
oration, by Dr, Edward H. Cary of Dallas 
and a former President of the American 
Medical Association, was very well received. 
Well delivered, and well thought out, it was 
a model for similar addresses. Dr. Joseph 
A. O’Hara, President-elect, gave a truly in- 
teresting address which can be read and 
should be read by every member of organ- 
ized medicine as it appears in this month’s 
issue of the journal. The open meeting was 
followed by the President’s reception and 
supper dance which was enjoyed by every 
one who attended. 


An unusually good scientific program was 
arranged by the chairmen of the several 
sections. There has not been a meeting for 
some years at which the section sessions 
were so well attended and in which there 
was so much discussion. 


The list of officers elected for next year 
appears in the Louisiana news section of the 
journal. The Society is indeed fortunate in 
having as its President-elect to succeed Dr. 
O'Hara, Dr. Clarence A. Lorio. Dr. Lorio is 
one of the outstanding practitioners of med- 
icine in the state. A brilliant speaker and a 
charming person, he will bring to the office 
personal attributes which will make possible 
a smooth conduct of affairs of the Society 
when he becomes President. A constructive 
thinker and a man of ideas, the Society may 
anticipate a decidedly advanced administra- 
tion under this able man. 


The House of Delegates at their sessions 
passed some very excellent measures which 
will be recited in the report of the Secretary- 
Treasurer who, fortunately for the Society, 
was re-elected for a period of two years. 
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Editorials 


NEW ORLEANS AS A CENTER FOR 
MEDICO-MILITARY TRAINING 
PAST AND PRESENT 
1917-1918 and 1938 


On Thursday, May 11, 1938, at 11 a. m., 
Dr. Matas the of the 
Medical Reserve Corps on “The Military 
Surgery of the Blood Vessels.” 


lectured to officers 
He intro- 
duced his lecture by recalling the first mili- 
tary school for reserve officers established 
in New Orleans under his direction in 1917, 
by order of Surgeon General Gorgas, in con- 
nection with preparation of officers of the 
At that 
time, practically the entire faculty of the 


reserve corps for service overseas. 
Tulane Medical School had enlisted in the 


Tulane Unit—Base Hospital No. 24, organ- 


ized by Dr. Matas, and stationed at Limoges, 
France. All teaching had been suspended, 


and only a few of the instructors, for official 
reasons or otherwise, were detained in the 
City. Major Matas, M. R. C., had to effect 
complete organization of both faculty and 
courses. The medical reserve course just 
completed had a distinct 
that of 1917, in that 


faculty in full force, functioning under nor- 


advantage over 


it found the medical 
mal conditions, and was therefore in every 
sense a real postgraduate polyclinic school. 
Courses under ‘the faculty of the Tulane 
Medical School were supplemented by lec- 
tures by army officers on medical military 
subjects. 


The 


Officers’ 


original school was known as the 
School for War 


Fractures and Other War Wounds, and col- 


Instruction in 


lateral Information in Modern War Surgery. 


Presentation of standardized surgical ma- 
terial and appliances, and the latest improve- 
ments and advances in surgical technic as 
then developed at the front opened up a large 
program. A syllabus of some 100 mimeo- 
graphed pages was prepared and presented 
in a four weeks’ session by Dr. Matas and 
Dr. F, W. Parham 
(Major, M. R. S.), Drs. Hermann B. Gessner, 
Charles W. Henry 


Bayon, W. C. Smith, Amedee Granger, Paul 


the following faculty: 


Isidore Cohn, Duval, 
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Mclihenny, J. P. 
Landry, Russel 
and I. M. Gage. 
Laboratory courses, clinics, and lectures 
were held at the Charity Hospital, Medical 
School of Tulane University, and the Touro 
Charity Hospital official 
headquarters of the school, where the major 
fracture clinics were held and army orders 
for the officers of the class were received. 
Students were given the privilege of ‘the 
library of the Tulane Medical School, of the 
O. P. M. S., and the hospitality of the Young 
Men’s Christian Association and the leading 
social 


Lebenhoffer, Lucian H. 
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clubs; and their wives were enter- 
tained with personally conducted tours about 
the City. 

At the close of each session the attendance 
and grading of the officers were recorded 
and reported to the Surgeon General’s office. 
The school continued for eight sessions, from 
November 5, 1917, to June 30, 1918; and 
during these eight sessions, a total of 138 
students officers were in attendance, of whom 
11 were majors, 34 captains, 93 lieutenants, 
coming from 23 military posts in ten states. 
The school in New Orleans was one of four 
similar organizations throughout the country, 
the others being located in Boston, New 
York and Chicago. New 
lected as the southern center due to the ad- 
vantages offered by the large mass of ma- 
terial at the Charity Hosiptal. 

The with 
school was conducted and its success were 


Orleans was se- 


great enthusiasm which the 
evinced by numerous expressions of appre- 
ciation after the war by students who had 
been in attendance and by the Surgeon Gen- 
eral.* 


The 1938 course 


of intensive instruction in all the branches 


consisted of five days 


of medicine, and in military affairs. Sixty- 
seven officers registered and inactive duty 
credit was allowed by the War Department. 


*Foot Note: 
sion 


The contributions of the medical profes- 
of Louisiana to service during the World War 
have been related in detail in an article entitled ‘*Medi- 
eal Mobilization,” by Dr. R. Matas and Miss Ethel 
Hutson, in “Louisiana in the War,” published by the 
Times-Picayune in 1920, pp. 68-73. to which those who 
are particularly interested in the activity of the medical 
profession are referred. 
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The course was received with much enthu- 
siasm, and it is planned to make it an annual 
event. 





MORE ON TAXATION 


Again we want to call attention to the 
members of organized medicine that among 
the many arguments against State Medicine 
there is one that has not been sufficiently 
accentuated nor stressed. We are referring 
to the fact that State Medicine as experi- 
enced in England and Germany has been 
very expensive. In England the initial esti- 
mates as to the cost were actually almost 
trebled the first year that the insurance 
scheme was put in effect. This country is 
being taxed right and left and except in a 
few states and few communities there seems 
to be no effort made to reduce taxes and to 
keep within the bounds of reason in spend- 
ing the monies obtained by taxing the citi- 
zens of the state and wasted in great part. 
Every new scheme costs money and while 
the governmental statisticians may figure a 
plan for State Medicine which will cost so 
much according to their figures, in practice 
it will cost much more. It has been said 
that a plan for State Medicine has been 
already drawn up and is waiting now for a 
propitious time for presentation by the 
President. This will simply add more to the 
burdens of those who are paying great sums 
to maintain the government. 


More specifically in our own State of 
Louisiana the cost of government has in- 


creased in the last ten years some forty- 
five million dollars. This increase which, 
according to the newspapers, was said 
to be principally for new services, actually 
represents somewhat under a third of the 
expenses of roads and relief. The rest of 
the monies have gone for new undertakings, 
new jobs, new what nots, all of which to- 
gether total more than thirty million dollars 
a year more than there was being spent ten 
years ago. We in Louisiana are paying a 
gasoline tax which is the largest of any state 
in the Union and equal only to two or three 
others. We are one of the few states that 
is paying an income tax and a sales tax. 
We are one of the few states that is able 
to collect large amounts of money from sev- 
erance taxes. In addition to these big taxes 
our public debt will soon reach one hundred 
and seventy million dollars, a tremendous 
increase in the state debt in the last few 
years and the money that must be paid back 
by our children, if not by ourselves. 

If State Medicine should ever become an 
accomplished fact the Federal Government 
will not bear the entire expenses by any 
means. A very goodly percentage of it will 
have to come from the states and if it is 
put in, we heavily taxed Louisianians must 
pay our share. We wonder if the proponents 
of State Medicine realize that it will require 
further increase in our taxes; that this meas- 
ure, which we of the medical profession think 
is entirely. unnecessary, will require large 
sums which to reiterate, we think would be 
an absolutely needless waste of money to 


carry on a totally unnecessary project. 
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HOSPITAL STAFF TRANSACTIONS AND CLINICAL MEETINGS 





HOTEL DIEU 

The regular monthly meeting of the Staff of 
Hotel Dieu was held in the Nurses’ Lecture Room 
ot Hotel Dieu on Monday, April 18, 1938 at 8:00 
p. m. The meeting was called to order by the 
President, Dr. A. D. Mouledous, and with the Sec- 
retary, Dr. C. E. Gorman, at the desk. 

The Scientific 
pathologic 
Pathology. 

Dr. M. Couret: We have for two 
cases that were recently in the institution and I 
believe will be interesting because of their infre- 
quency. The first shows the marked variations in 
the metastases from the parent tumor that is oc- 
casionally met in tissues from the same individual. 
At times this may be misleading and mueh care 
should be taken so that we do not confuse such 
eases with those of two distinct neoplasms occur- 
ring simultaneously. It is so very uncommon to 
find metastases in the axillary nodes, of the type 
that we found from a typical mammary carcinoma 
simplex, that for a while we were in doubt whether 


Program consisted of Clinico- 
Conference by the Department of 


discussion 


or not it originated from the breast tumor. 
The other case is one of two definite and dis- 
tinct neoplasms occurring simultaneously in the 
same individual: in the bronchus and Tae 
other in the urinary bladder. We were fortunate 
in getting an autopsy on this case. The tumor of 
the bladder had been diagnosed by biopsy but while 
the other was suspected, no definite diagnosis had 
made. My associates, Dr. John Couret and 
Dr. Kriz, will give you the details of these cases. 

Dr. John Couret presented a lantern slide demon- 
stration of two cases of carcinoma simplex of 
breast with axillary node metastasis. In one case 
the metastatic tumor showed a structure similar to 
the primary neoplasia: in the second case the two 
growths were dissimilar in architecture. 

Dr. J. R. Kriz: We present this third case be- 
cause here we found what seems to be two pri- 
mary tumors in the same individual; one tumor 
arising from the bronchus, the other from the 
mucosal surface of the urinary bladder. At autopsy 
we found in the lung a small whitish-yellow mass 
about 2 cm. in diameter in the region of the 
hilum. Dissection of this area revealed complete 
obstruction of the right bronchus supplying the 
right lower lobe. Distal to the obstruction was a 
large abscess filled with foul-smelling material. We 
did not find any metastases anywhere else. The 
regional lymph nodes appeared normal. There 
were no metastases in the liver or adrenals. Usual- 
ly when we do have primary carcinoma of the 
lung we expect to find metastatic foci in the 
adrenals, kidneys and brain. However, in this case 
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we found the neoplasm only in the region of the 
hilum of the lung. 

On examination of the urinary bladder, we found 
a diffuse, ulcerated, slightly elevated mass, about 
4 cm. in diameter, in the region of the right ureter 
and obstructing it to the extent that there was a 
hydronephrosis cn that side. The gross appear- 
ance of the lesion was somewhat obscure because 
this patient, I understand, was fulgurated previ- 
ously. However, this mass was ulcerated and 
covered with a purulent exudate. The only other 
interesting finding was the abnormal position of 
the liver and gallbladder which extended about 4 
cm. below the brim of the pelvis. Lantern slides 
show both the gross and microscopic appearance of 
these tumors. 

I have studied the microscopic sections of both 
tumors extensively and cannot decide whether they 
are two primary carcinomas. From the study of 
the sections, I feel that this is a primary carci- 
noma of the bladder with metastasis to the lung. 
However, due to the anaplastic nature of the cells 
there may well be two primary tumors in the 
same individual although multiple primary carci- 
nomas are rather rare. 

Dr. John Couret: This patient has been ill with 
pulmonary symptoms for a year and a half. His 
bladder symptoms date back six months. Although 
both tumors are quite similar histologically, it 
would be most unusual to find a metastasis from 
a bronchiogenic carcinoma only in the bladder. 
Similarly it would be rare to see a bladder mali- 
gnancy metastasizing only to a single point in the 
lung and no where else in the body. It is believed 
therefore that this patient presented two primary 
malignant growths and that death was due to the 
lung abscess. 


The next presentation was a paper of Dr. Frank 
L. Loria on “Neoplasia of the Testes’? with report 
of a case of teratoma, which will appear in full 
in a subsequent number of the journal. 


J. T. NIX CLINIC 
NEW ORLEANS 
At a meeting held in May, Doctor A. E. Smith 
presented the following paper: 
CONSIDERATIONS OF THE PULPLESS TOOTH 
The purpose of this article is to afford encour- 
agement to those unwilling to follow the lines of 
least resistance and extract teeth for no better 
reason than that the pulp has been removed. The 
vital question of focal infection has pointed the 
finger of suspicion to every pulpless tooth, many 
times regardless of roentgenographic findings. 
There are many extenuating circumstances that 
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will justly warrant the retention of the pulpless 
tooth. The retention of such teeth may bring to 
our minds such vital considerations as the patient’s 
health and various systemic conditions. Age of 
the patient is surely an important consideration 
in such circumstances. 


This paper does not tend to insist upon reten- 
tion of the abscessed tooth, but it does tend to 
show the advisability of retaining what may be 
considered the pulpless tooth which does not show 
peri-apical infection, provided careful roentgen- 
ographic study has been made. We may take for 
example the condition of iritis, and where may be 
found an abscessed tooth. Such teeth should be 
removed unless the infected area is definitely 
accessible and treatment should be rendered with 
a view not only of destroying the infected area, 
but to create bone regeneration. Such results are 
possible in such cases. If such cases cannot be 
unquestionably cured, then extraction of the in- 
volved tooth is definitely advised. 


In further consideration, we must bear in mind 
that if the lamina dura is broken and there is 
evidence of resorption of the apex of the root, such 
teeth are beyond the safety point. We may con- 
sider conservative treatment ill advised in patients 
over fifty years of age and having systemic com- 
plications. Teeth affected by periodontoclasia to 
the extent of from one-third to one-half of the root 
length may be considered a bad risk. 


There is little or no contention other than that 
the dentist should keenly feel it his duty to the 
patient in preserving teeth and health. Also, we 
may consider the patient’s deep appreciation for 
the dentist in retaining such teeth. 

The pulpless deciduous tooth does not warrant 
immediate extraction. The retention of such teeth 
until time for normal exfoliation is vitally import- 
ant. Let us not lose the view that early removal of 
deciduous teeth is largely responsible for much of 
the malocclusion in adult life. In consideration 
of the deciduous teeth, let us not lose sight of the 
fact that parents today are bending every effort to 
prevent exposed dental pulps as well as non-vital 
teeth. Yet we must realize that even in the ex- 
treme, such as the non-vital tooth, every effort 
should be made to retain these teeth for their 
normal period of service. 


A deciduous tooth which has become putrescent 
may be saved if too much tissue has not become 
involved adjacent to the incoming permanent tooth. 
The infected tooth should be drained until the 
acute stage is past, if an acute abscess has develop- 
ed, and then sulphuric acid neutralized by sodium 
bicarbonate may be used to remove the decomposed 
and infectious material from the pulp chamber 
and roots. After sufficient treatment to insure 
sterility, an acceptable material may be used for 


filling the pulp chambers. The materials used 
are largely a matter of individuality. 


Let us now consider the pulpless permanent 
tooth. The reaction against the pulpless tooth has 
grown because of the difficulties and uncertainties 


surrounding the results of treatment. Rather than 
persistently attempting to master these difficulties 
and obtain favorable results, many have taken the 
easier road of extraction. Would it not show poor 
judgment and surely lack of initiative to deprive 
thousands of the comfort and function of natural 
teeth which might be salvaged in many instances? 
True, authorities are divided as to the exact role 
of dental focal infection in relation to systemic 
diseases, yet this does not lessen the responsibility 
of the dentist in extending every effort in attempt- 
ing to preserve and retain the pulpless tooth. When 
a focus of infection is discovered and considered 
responsible for a diseased condition elsewhere, it 
requires the highest type of diagnostic ability to 
prove that this is true. The cure of the patient 
after removal and treatment of a suspected focus 
is generally considered the most convincing evi- 
dence that the focus was the source of the infec- 
tion. However, such an outcome may be due to a 
general tonic stimulus resulting from the removal 
of one cause of a lowered systemic resistance. To 
extract pulpless teeth as potential foci of infection 
without clinical or roentgenographic evidence to 
substantiate such assumption seems as unsound 
as removing healthy organs of the body. 


Just when should a tooth be considered a poten- 
tial focus of infection? Bacterial invasion of the 
dentin is a common occurrence as few mouths are 
free of carious teeth. Is it not reasonable to as- 
sume that such infections are being carried into 
the circulatory system in the case of an exposed 
pulp? It would be exceedingly difficult to set a 
time when a tooth may become a potential focus 
of infection without clinical evidence or any other 
evidence except such as may be found by micro- 
scopic or by bacteriologic tests. There may be 
occasions when other clinical history of a patient 
may justify the removal of teeth without clinical 
evidence or abnormality except that they are pulp- 
less, but there must be other times and conditions 
preceding pulp removal when the same organisms 
are present and more virulent than in a properly 
filled pulpless tooth. 


In conclusion we may consider the following: 

The man who contends that all pulpless teeth 
should be extracted and he who says that none 
should be are merely on opposite ends of the ques- 
tion. The balance point lies about midway be- 
tween them. Either extreme position is unreason- 
able and seemingly illogical. Therefore, both may 
be considered unscientific and extremely unten- 
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able. 
encouraging to note that the fad of radical exodon- 
tia is definitely losing its momentum and probably 
will soon be given its proper place in dentistry. 
For years we have been in this orgy of extraction, 


Radicalism has been abandoned and it is 


and fortunately we are in the beginning of a 
period of real understanding of the physiologic and 
pathologic significance of teeth, and this is surely 
evidenced by the protests arising from unbiased 
members of both the medical and dental profes- 
sions. 

Root canal operations are indicated for patients 
in good health who are free from disturbances 
that are recognized as secondary infections. In 
the latter conditions, when individuals are suffer- 
ing with systemic disorders which originate from 
foci of infection, root canal operations are not indi- 
eated. The present uncertainty due to the differ- 
ence of opinion by members of the profession and 
the impossibility of proof that roentgen ray nega- 
tive pulpless teeth are not foci of infection with- 
out the extraction of the tooth to prove it, renders 
the decision of the tooth in question. Hence, for 
this type of patient these operations should not 
be undertaken. 

Treatment of root canals must be considered as 
no different from treating an open wound in any 
other part of the body. It is a responsibility to 
be met with surgically clean methods of operating, 
a familiarity with root canal anatomy, and a study 
of tissue reactions as well as a careful technic. 

By earnest cooperation between dentist and 
patient, the problem of a pulpless tooth and its 
involvement will generally be reduced. 


MERCY HOSPITAL 


The regular monthly meeting of the Staff of 
Mercy Hospital was called to order by the Presi- 
dent, Dr. E. L. Zander, at 8 p.m. on Friday, May 
13, 1938. 

The scientific program began with the general 
discussion of two cases whose mimeographed his- 
tories were supplied to every staff member present. 

The first was a case of osteomyelitis in a girl 
12 years old who received an injury to the right 
knee about January, 1937, together with a fracture 
of the ieft clavicle. The knee injury was not seri- 
ous and became apparently normal in a short time. 
Three months later, however, the knee became 
painful and swollen, especially the inner aspect of 
the right thigh just above the knee. There was 
no fever and no leukocytosis. A diagnosis of 
chronic arthritis was considered but with the help 
of roentgen ray study the case was finally thought 
to be one of osteomyelitis. At operation the inner 
aspect of the lower end of the femur was exposed 
and a small spicule of sequestrum was removed fol- 
lowed by thorough curetting of the diseased areas. 
The postoperative course was entirely uneventful. 
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Discussion of the case was opened by Dr. E. 
Maurer, followed by Drs. G. C. Battalora, L. A. 
Fortier, L. A. Monte, J. K. Howles, C. F. Bellone, 
R. J. Mailhes and closed by Dr. E. L. Leckert. 


The second was an unusual case of cerebral 
hemorrhage in a man 34 years old. In January, 
1938 he had a sudden attack of weakness followed 
by syncope and the development of a right hemi- 
plegia exclusive of the face. He gradually recov- 
ered and had so little residual disability in the 
right arm and leg that he was able to return to 
work. 

On March 29, 1938 he had a sudden intense head- 
ache followed by vomiting and semi-consciousness. 
There was a weakness of the right side of the 
face, partial aphasia, equal tendon reflexes in the 
upper extremities, active tendon reflexes in the 
lower left extremity and sluggish reflexes in the 
right leg. The eyes were normal except for a weak- 
ness in moving them to the right and for the sus- 
picion of a left sub-retinal hemorrhage. He showed 
temporary improvement but finally died twelve 
days after the attack. 

The highest blood pressure reading was 134/80. 
Blood, urine and spinal fluid studies were normal 
except for a moderate secondary anemia. Roentgen 
rays of the head were normal except for a calcified 
pineal gland displaced to the right. 

Autopsy showed an area of hemorrhage about 
the size of the parietal lobe just beneath the cor- 
tex. In the base of the left hemisphere, just be- 
neath the lateral surface, was another area of hem- 
orrhage about the size of a hen-egg, approximately 
oval in shape with the long axis anteroposterior. 
The walls of the cavity were marked and filled 
with soft brown clots superimposed with freshly 
clotted blood. The ventricles and 
were normal. 


cerebellum 


Discussion of this case was opened by Dr. H. 
Ashton Thomas, followed by Drs. Edgar Hull, L. 
A. Monte, G. H. Upton, L. A. Fortier, E. L. Leckert 
and closed by Dr. George Hauser who reported that 
there were no significant abnormal findings in the 
cerebral blood vessels. 

The program was then climaxed by a joint pre- 
sentation of three cases of “Cystic Diseases of the 
Kidney” by Drs. R. J. Mailhes and L. A. Fortier. 
Dr. Mailhes thoroughly discussed the 
aspect of this condition after which Dr. 
presented the 
cases. 


clinical 
Fortier 
roentgen ray studies of the three 
One was a polycystic kidney whereas the 
other two cases were cases of solitary cysts, one 
of which was complicated by stone formation. 

Discussion from the floor was opened by Dr. 
Geo. Hauser, followed by Drs. L. J. Hanckes, L. 
A. Monte and closed by Dr. R. J. Mailhes. 

After a short recess the meeting resolved into 
Executive Session. 

E. R. Guidry, M. D., Sec. 
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FRENCH HOSPITAL 

A regular monthly meeting of the French Hos- 
pital Visiting Staff was called to order on April 
21, 1938, with Dr. Joseph Palermo presiding. The 
minutes were read by Dr. R. E. Rougelot. 

Dr. Anderson discussed the death of Mr. F., 
acute encephalitis with hemorrhage in right fron- 
tal lobe; described the clinical course as beginning 
probably with a prodromal Bell’s palsy, which was 
an unusual feature. 

Dr. Harris recounted the pathology found at 
autopsy with the final diagnosis of encephalitis 
with apoplectiform hemorrhage of the right frontal 
lobe. His review of literature showed that hemor- 
rhage of such character was not uncommon. 

A symposium of appendicitis was then present- 
ed. Dr. T. A. Jung opened the program with the 
technic of appendectomy. The McBurney and Bat- 
tle incisions have survived the test of time. Mc- 
Burney’s incision is used for chronic appendicitis 
and in children or in people with thin abdominal 
walls. The Battle incision is the best all round 
incision. The cecum is then picked up with sponge 
holder and the appendix located; meso is tied 
with chromic No. 2 and severed; purse string is 
applied, the appendix clamped and severed with 
the cautery or knife. The stump is inverted with 
the purse string or with Lembert sutures, and the 
meso tied. If the appendix is bad and easy to re- 
move, do so, but if it can not be removed put in 
drain and close up. 

Dr. J. J. Baron spoke on diagnosis. The appendix 
may be in at least nine positions, ranging from 
the pelvis to the retrocecal region to the ileum. The 
appendix gets infected easily because of its being 
a blind tube lymphoid tissue and with a poor blood 
supply. Rupture takes place usually in the retro- 
peritoneal space. The first symptom is usually 
generalized pain, which may become localized in 
the appendiceal region; next soreness and tender- 
ness in the right iliac region. Occasional nausea 
and vomiting may occur or there may be consti- 
pation or diarrhea. Very often the patient has 
loss of appetite. The right thigh may be flexed. 
Temperature varies from 99 to 101 degrees; if it 
is higher the condition is usually more than sim- 
ple appendicitis. The leukocyte count varies from 
9000 to 18,000, but total count does not always 
indicate the gravity of the lesion. The differen- 
tial count is a better diagnostic aid. The higher 
the polys, the more the inflammation. In the gan- 
grenous appendix pain does not last long, tempera- 
ture falls, pulse becomes rapid and rupture usually 
takes place easily. The perforated appendix, in a 
few hours, begins to show signs of peritonitis with 
rapid pulse, ileus and rise in temperature. It is 
difficult to diagnose the appendiceal abscess. 
There is usually pain, fluctuation in temperature, 
sweating and perhaps a palpable mass. Appendi- 


citis in children is more difficult to diagnose. The 
attack is usually sudden with nausea, vomiting 
and leukocytosis. Rectal examination produces 
pain due to the low level of the appendix and 
there may be some bladder irritation. Appendicitis 
in children must be differentiated from fecal im- 
paction, typhoid, pneumonia, or intussusception. In 
chronic appendicitis there is slight tenderness in 
the right side but exertion produces soreness. Urin- 
ary calculus most often complicates the diagnosis 
ot acute appendicitis, also pyelitis, gallstones, acute 
gallbladder, pelvic inflammatory disease or ectopic 
pregnancy must be considered. Pain in appendi- 
citis always precedes nausea and fever. If fever 
precedes pain, it is not appendicitis. If vomiting 
precedes pain it is not usually appendicitis. 

Dr. P. Graffagnino spoke on the complications 
of appendicitis. The most frequent complication 
of appendicitis is abscess, preoperative and post- 
operative. Location in appendiceal abscess depends 
on the location of the appendix; it is usually in 
between the cecum and parietal wall. The mass 
is usually localized. The next location is in the 
pelvis. Here it is difficult to distinguish between 
tubo-ovarian or appendiceal abscess. Another 
location is in the subphrenic space, where the pus 
goes upward retroperitoneally. There is septic tem- 
perature, chills and fever, and roentgen ray may 
show fixation of the diaphragm or elevation of the 
liver. The abscess may be to the left of the mid- 
line due to extension along the mesentery. Also 
there may be an abscess in the lumbar region with 
symptoms posteriorly or where pus gravitates. 
Peritonitis is the common complication of appen- 
dicitis. If the appendix is adherent, peritonitis is 
usually localized. Generalized peritonitis has pro- 
found systemic septic manifestations. Peristalsis is 
stopped with peritonitis and distribution can be 
determined by stethoscope. Suppurative thrombo- 
phlebitis is usually diffuse to portal radicles, caus- 
ing swollen liver, icterus, profound septicemia. 
Paralytic ileus is a common and serious complica- 
tion in which recovery is difficult and treatment 
is still unsatisfactory. 


Dr. W. H. Harris presented the pathology in ap- 
pendicitis. Bacteria: Colon bacillus is the most 
common offender, streptococci and staphylococci 
proportionately. The appendix is naturally disposed 
to infection, subject to kinking, constipation and 
slow emptying. Roughage lends itself to injury 
and subsequent infection. The theory as to blood 
borne infection to the appendix is not well borne. 
Oxyuris is often a concomitant factor and amebae 
‘are seen at times. Actual pathology in the appen- 
dix may be varied and extending from mucosa to 
serosa. The latter is important since it may 
extend to the peritoneum. There may be involve- 
ment of the blood supply due to infection with 
little general reaction. Eosinophiles in appendi- 
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citis usually 
ative or obliterative type of appendix may be bene- 
ficial, or deadly if obliteration is from above. Gas 
in the appendix also acts as an irritant factor. The 


indicate subsiding type. A _ prolifer- 


blood count is often variable. Schilling count may 
be slightly beneficial in diagnosis. Degenerated 
neutrophiles are significant of grave prognosis. 

Dr. P. Montelepre announced the treatment of 
squamous cell carcinoma and various skin lesions 
with agent other than roentgen ray or radium or 
surgery. He has various cases as substantiating 
proof. Treatment consists of salve and subsequent 
similar treatments to induce granulations and 
healing. 

Dr. Graffagnino discussed a committee to be 
composed of three members of the French Society, 
surgeon, pathologist, radiologist, president and 
secretary of the staff to act as the hospital advis- 
ory committee. It was moved and seconded to 
accept such a committee. Dr. Harris pleaded for 
proper recognition of the committee as well as 
the working board and not one which is of divided 
interests. This was unanimous. 

Supper was then served to the attending mem- 
bers through the courtesy of the Board of Direct- 
ors. 

R. E. Rougelot, M. D., Sec. 


HUTCHINSON MEMORIAL CLINIC 


Scientific Session conducted by the Department 
of Neuropsychiatry, Dr. T. A. Watters presiding: 

General Remarks on the Schizophrenic Reac- 
tions (Dr. T. A. Watters): Much of the prognostic 
pessimism and therapeutic fatalism associated with 
the schizophrenic reactions has been transmitted 
through the decades as the result of Kraepelin’s 
capitalizing on the end stages frequently seen in 
these disorders. His term dementia precox was 
first used by Morel thirty-nine years earlier. 
Morel, however, used it in a restricted way, for a 
disease he believed to be the result of poor hered- 
ity and “degeneracy.” Kraepelin included under it 
the hebephrenias of Hecker and the catatonias and 
paranoid disturbances of Kahlbaum which, previ- 
ous to this time, had been thought of as separate 
diseases, but which he considered different clini- 
cal types. With paresis as a nosologic model, he 
made of what were formerly several diseases a 
single disease with a cause, course and outcome. 
Inasmuch as he found many of his patients caught 
directly or indirectly in the meshes of sex prob- 
lems of adolescence, he postulated a relationship 
between a disturbance in metabolism and the sex 
organs and their functions, making of it a disease 
that might strike anyone, not a disorder coming 
to life in persons with constitutional liabilities 
favoring its development. In his quest for noso- 
logic perfection, however, he overlooked several 
important points, namely: That many people are 
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peculiar and queer under certain conditions, some- 
thing not taken into account by his criteria for the 
disease; that many of those so unfortunate as to 
develop the disease do not progress all the way 
to a dementia; that his cause was very poorly 
defined; that the disease process is by no means a 
single affair; and, finally, that the disorder does 
not always come in adolescence but may occur 
later in life. Nevertheless his concepts gained 
wide circulation, became deeply ingrained in medi- 
cal thought, and persist even today. 


The next great rejuvenation of the nosologic 
viewpoint came with Bleuler. He postulated an 
organic disease having for its pathology a disturb- 
ance of the ameboid glia that led to a “gliosis.” He 
very clearly set forth, however, the fact that the 
disease did not necessarily come on in adolescence, 
and did not always progress to dementia, some 
patients achieving relatively satisfactory adjust- 
ments in which they completed their span of life. 
Bleuler maintained that there was a “splitting” of 
mentation, or better, a disruption in the intrinsic 
cohesion of these performances; he nevertheless 
still clung to a unitary causality, and put more 
emphasis on disturbances of association and effect 
leading to an odd and strange behavior. He went 
beyond simple description, however, studying the 
process of mentation more and bringing forth 
primary, complex and accessory symptoms, thus 
enlarging upon Kraepelin’s symptoms and giving 
more explanation as to their existence and mean- 
ing. 

Dissatisfied with the foregoing concepts based 
too much on the medical fetish, nosology, Adolf 
Meyer saw the need for an entirely new orientation 
toward and formulation of these disorders; a for- 
mulation devoid of the strait-jacketing thinking 
based on the all too narrow concepts of Kraepelin 
and Bleuler. He chose to study these reactions 
from a biologic point of view based on the theory 
of integration, a theory that takes into considera- 
tion the fact that man functions as a totally in- 
tegrated organism, and is, therefore, more than 
just a mind and body. He put less emphasis on 
the disease and more on the patient. Although a 
pathologist at the time, he began to realize the 
fact that careful and accurate histories of these 
patients provided material that seemed to indicate 
constitutional peculiarities and tendencies in the 
personality which, when played upon by crucial 
life experiences, came to be the symptoms and 
signs of these disorders. The constitutional make- 
up also seemed to facilitate disorganization, the 
result being the gradual deterioration of personal 
and social habits. In some cases, with the pas- 
sage of time and a progressive deterioration of 
these habits, there were added to the picture not 
only changes in function, but also changes in 
form. The latter in some patients are structural 
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changes in the brain, to be sure, but varying in 
nature and without the specificity; rather more 
what is seen when the vital processes of self- 
sustenance and welfare are disordered or impaired; 
a part of and the results of the disordered func- 
tioning of the totally integrated personality. Thus 
Meyer looked upon these disorders not as a di- 
sease, but as a congeries of allied reactions featur- 
ing disturbances of the psychobiologic functions, 
and all that goes to make up the “he” (anatomy, 
physiology and psychology). Inasmuch as_ the 
“he”? works as a whole, the picture is essentially 
one of twisted, odd behavior, determined by ¢om- 
plexes and symbols, the meaning of many being 
understood only by a study of the individual’s life 
experiences (inclusive of what is physical as well 
as what is mental). Thus the clinical picture is 
one of disordered formal behavior, motor functions, 
content, and effect, with disorganizing tendencies; 
a picture which, when taken in its entirety, is 
something strange to the wakeful life of a mature 
person and more nearly akin to the actions of 
man in an earlier stage of his evolution. For the 
reason that it is a twisted (para) performance of 
a totally integrated personality (ergasia), these 
reactions are referred to as parergasic reactions 
(sometimes schizophrenic reactions but not schizo- 
phrenia), a term denoting group of reactions hav- 
ing in common features that are odd and in- 
congruous. 

These reaction sets are based on the pragmatic 
principle of bringing the facts together into a de- 
scriptive-orientative grouping. They can become a 
diagnosis only when they have been accurately de- 
scribed and their setting clearly set forth so as 
to reveal their relationship and mode of opera- 
tion, results and modifiability, and opportunities 
for help, regulation and prophecy. All this hangs 
together with cause and consequence in the man- 
ner of an experiment, the experiment, however, be- 
ing a biologic one of nature in life and living. 
Meyer’s concept then puts the burden on constitu- 
tional background and life experiences, at the same 
time letting what is functional be functional, what 
is structural be structural, what is antemortem 
pathology be those disturbances that died with the 
patient, and what is postmortem pathology be the 
more permanently fixed structural disturbances 
of the twisted functions of the totally integrated 
personality. 

Such a formulation relieves one of the trouble- 
some obsession of always looking for “something 
else” and overlooking what is at hand. It also 
leaves one open to anything that “will turn up” 
or “be found some day” through “new ultra in- 
struments” or “undiscovered methods.” It allows 
one to speak of process or lesion if such can be 
demonstrated and shown to bear a logical relation- 
ship in terms of scientific experiment and causal- 
ity. It is a concept that demands first that the 


case be individualized, approached openly, and 
studied in its own terms, devoid of the prognostic 
pessimism and therapeutic fatalism of obsolete 
concepts. This concept makes every patient unique 
and puts the physician to the task of first gather- 
ing all the facts and grouping them as to those 
that are genetic and those that are dynamic; and 
then carefully taking inventory of the patient’s 
assets, liabilities, and the opportunities for help 
and treatment. Out of this emerges a planned 
therapeutic regime for that particular patient. 
Such a plan leads to a solution of problems and 
conflicts present; the amelioration of any harmful 
situation subject to change; the building and 
balancing of assets, and gradual but progressive 
attempts at adjustment; and where indicated, the 
utilization of the newer but accessory treatments 
that other members of the psychiatric staff will 
discuss. Such a therapeutic formulation rests to 
a large extent upon the physician’s preparedness, 
interest, initiative and ingenuity. 

Brief Resumé of the Older Methods of Treatment 
of the Schizophrenic Reactions (Dr. M. I. Tuchler): 
The schizophrenic reaction has been regarded as 
an apparently hopeless problem by many students 
of the disorder, yet spectacular spontaneous re- 
missions and complete recoveries have been re- 
corded, not only in those mild and fluctuating 
eases but also in major personality upsets. Since 
the direct causes of the disorder are not known 
in the sense of “cause and effect’? and since the 
studies upon heredity, environment, previous 
psychotic episodes, and the nervous constitutional 
elements have served only to illustrate the com- 
plexity of the factors involved in the upset, the 
particular immediate, exciting causes of the dis- 
order have been subject to critical study. Attempts 
have been made to utilize the knowledge thus 
gained to direct the therapy. The precipitating 
factors may be classified into the two general 
groups of: (1) the somatic (physical) and (2) 
the emotional (psychic). 

The following is but a partial list of the im- 
mediate physical factors which have precipitated 
the schizophrenic reaction: Accompanying physi- 
cal shock, accidents, trauma; exhaustion states, 
operations; accompanying hemorrhage, hepatorenal 
disease, endocrine disturbances, metabolic diseases, 
atrophy of the choroid plexus and numerous in- 
fectious disé@ases. 

A recognition of the physical and somatic fac- 
tor under which’ the schizophrenic reaction has 
emerged is essential for a proper evaluation of the 
nature of the disorder, its prognosis, and for the 
establishment of logical therapy. 

In addition to the somatic factors, the psychic 
or emotional components which preceded and 
formed the setting for the disorder must be care- 
fully evaluated. These include, in part: Mental 
and emotional shocks and trauma; serious finan- 
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cial, or related reversals; desertion, seduction, and 
similar emotional experiences; disturbed social, 
familial and parental relations; distortions of 
infantile and adolescent development, and the 
stress and strain of everyday activities of life at 
work, at school, or at college. Frequently, also, 
the psychosis appears without known somatic or 
psychic factors. 


Since the factors which precipitate the schizo- 
phrenic reaction are so extremely variable and the 
constitutional factors so complex, a unity cannot 
be expected in a simple etiologic formulation, and 
therapy must therefore be guided by an under- 
standing of the particular case itself. Diethelm 
has stated that the therapy and “prognosis depend 
upon the type of the schizophrenic reaction, the 
personality of the individual, the setting, and the 
resources available .... Nothing definite is known 
about the structural changes in the brain, or pos- 


sible etiological somatic factors; the treatment 
must deal, therefore, primarily with personality 
functions.” 


Certain varieties of the disorder which are in- 
cluded under the term “schizophrenia” carry favor- 
able prognoses. Recovery may be either spontane- 
ous or follow simple routine medical supervision. 
The patient who develops an acute or fluctuating 
contact with reality following some major emo- 
tional shock frequently has an excellent prognosis. 
Those cases in which catatonic features stand in 
the forefront carry an extremely favorable prog- 
nosis. The maintenance and development of in- 
sight are also regarded as favorable signs. The 
case which is slow in development is much more 
unfavorable from the prognostic and therapeutic 
point of view. The silly, superficial reaction con- 
sidered as hebephrenic, and the simple types of 
disorder have poor prognoses, with remissions and 
recurrence. The schizophrenic disorder which de- 
velops in the feebleminded carries a very poor 
prognosis. Variations which feature dominant 
paranoid trends frequently become stationary 
after the development of a delusionary system 
which satisfies the immediate needs of the pa- 
tient. So irregular, however, are the predictions, 
that those experienced in the mental disorders 
rarely prognosticate. The individuality of the 
psychosis for each patient cannot be overstressed 
and like the variations in personality of normal 
individuals, the variability and individuality of 
the personality of the schizophrenic patient must 
be taken into consideration in diagnosis, prognosis, 
and therapy. The intellectual and educational re- 
sources of the individual also determine the type 
of therapy to be employed. 

The following measures have been employed in 
the treatment of the schizophrenic reaction dur- 
ing the past fifteen years: Endocrine therapy, 
both surgical and medical; organotherapy; produc- 
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tion of a high-grade anemia; autohemotherapy of 
all varieties; chemotherapy including the meta- 
bolfe or respiratory stimulants and narcosis; for- 
eign protein shock; pyrotherapy, and many inci- 
dental therapeutic procedures. The simpler psycho- 
therapeutic procedures are directed toward the 
creation and maintenance of a wholesome environ- 
ment with adequate nursing and supervisory facili- 
ties, good food, attention to sleep, exercise, with 
the addition of the following procedures as the 
condition of the patient justifies: (1) Hydro- 
therapy, massage, specific and symptomatic medi- 
cal and surgical care, occupational and recreation- 
al therapy; (2) a study of the emotional and so- 
cial surrounding and precipitating factors which 
preceded the acute schizophrenic upset, (these 
studies have afforded a fair degree of readjust- 
ment to some patients who are able to learn by 
retrospective desensitization and re-education): 
(3) psychoanalytical and other related forms of 
therapy have given results in a small number of 
cases. 

The particular therapeutic procedures employed 
depend upon the psychiatrist’s own conception of 
schizophrenia. If the psychiatrist thinks that 
“once a schizophrenic, always a schizophrenic’, 
therapy will assume the form of routine care and 
supervised neglect. In those patients who are dif- 
ficult to approach, the negativistic and catatonic 
schizophrenic, psychotherapeutic methods are of 
little avail while the patient is withdrawn from 
apparent contact with his environment, and in this 
situation, the use of intravenous sodium amytal, 
of carbon dioxide inhalations, of ether-carbon 
dioxide mixtures, of alcoholic intoxication have 
been found useful. 

General Remarks on Insulin Hypoglycemia in 
the Treatment of the Schizophrenic Reactions (Dr. 
L. A. Golden): The preceding speakers have ade- 
quately described the schizophrenic reaction, as 
well as the methods of treatment used prior to the 
introduction of insulin and metrazol. The insulin 
shock therapy aroused greater interest than the 
metrazol therapy at first, because it was brought 
to our attention more forcibly. It is assumed that 
most of you are familiar with the principles of 
the actual treatment, which briefly consists of 
repeated severe hypoglycemic reactions induced by 
the administration of large doses of insulin to 
patients with schizophrenia. Sakel of Vienna 
first noted the changes in personality produced by 
insulin during treatment of acute withdrawal 
symptoms in morphine addicts. He subsequently, 
with the aid of Plotzl, and also Dussik, treated 
schizophrenics with such insulin shock. His first 
series of cases was reported in 1934, and of his 
group, numbering 104 patients, 70 to 80 per cent 
acquired remissions, estimated as an apparent 
cure. The method rapidly spread in Europe, and 
rather tardily reached this country in about 1936. 
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At that time the only other large series of cases 
was that of Muller of Switzerland, who reported 
114 cases, with approximately the same high re- 
mission rate. American and English physicians 
visiting in Vienna at that time had an opportuni- 
ty of investigating these claims, and focused our 
attention on this new psychiatric activity. Since 
then the literature has been flooded with reports 
from clinics throughout the world on their ex- 
periences with insulin hypoglycemia in the treat- 
ment of schizophrenia. 

Sakel was induced to train a group of physi- 
cians in the technic of insulin therapy at the 
Harlem Valley State Hospital, and the treatment 
was then instituted throughout the state mental 
hospital system of New York. The cases in these 
hospitals were, of course, mostly chronic, and 
were not expected to show as good results as the 
cases of shorter duration treated by the European 
physicians. During my stay at the Harlem Valley 
Hospital I became intimately acquainted with some 
thirty of the sixty patients treated there. At that 
time, approximately 55 per cent of such patients 
had been sent home on probation as apparently 
recovered. In this group the duration of illness 
had been from one to thirteen years. The progno- 
sis in most of these cases before treatment was 
considered poor. About 25 per cent of the pa- 
tients (remaining in the institution) were im- 
proved so that instead of sitting about, being fed, 
being kept clean, were then able to care for them- 
selves, to read, to work in the yard, and were in 
addition free of most of their psychotic symptoms, 
although they still lacked good insight. About 20 
per cent failed to show any improvement. 

In evaluating the results of insulin therapy in 
both acute and chronic schizophrenics, one must 
consider the number of remissions reported in 
such groups prior to the introduction of this 
therapy. In patients ill less than one year, the 
spontaneous remission rate has been variously 
given as ranging between 2 to 35 per cent, as 
judged from the literature. In our better modern 
psychiatric hospitals, where a sufficient number 
of trained psychiatrists are available, the remis- 
sion rate is probably between 50 and 60 per cent. 
Unfortunately, a sufficient number of _ insulin- 
treated cases has not been reported for statistical 
use. The spontaneous remission rate for chronic 
schizophrenia is reported to be between 5 and 10 
per cent. It is possible that it may be slightly 
higher where a sufficient amount of psychiatric 
attention can be given to the patients. If we con- 
trast the reported remission rates in both acute 
and chronic schizophrenia treated by insulin 
therapy with the above figures, it seems quite 
likely that the new therapy is definitely superior 
in its effect. Recently I made an attempt at a 
statistical evaluation of all cases treated with in- 
sulin by the various clinics in Austria, Switzer- 
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land, Poland, England, Scotland, Australia and 
America. Broadly speaking, the results for the 
most part were quite encouraging. Of about 1100 
cases that I could collect from the literature, ap- 
parent recovery was reported in approximately 50 
per cent, while an additional 20 per cent had im- 
proved. I discarded this statistical effort, how- 
ever, because of several obvious defects. These 
were chiefly failure of standardization in reporting 
the duration of illness, the criteria used in the 
determination of the result, and the modification 
of treatment used. Recently Frostig has suggested 
a form that will lead to standardized recording 
of such treatment. If this is universally adopted, 
I believe that in a few years we shall have some 
adequate statistics for the evaluation of this type 
of therapy. The reports of individual clinics, 
however, are for the most part quite optimistic, 
except for a few originating in Poland. 

The physiologic changes occurring during this 
treatment are being studied intensively. Investi- 
gation has already revealed that there are many 
complex physiologic alterations, such as a marked 
diminution of oxygen utilization in the brain, 
changes in the blood pressure, and changes re- 
flected in the electrocardiogram, and in the en- 
cephalogram. Many experiments are being car- 
ried out on animals to determine the effect of 
such reported shocks on the central nervous sys- 
tem. 

The clinical neurologic involvement has been 
oft especial interest to me. During prolonged 
hypoglycemic shock, the patients show a bewilder- 
ing array of neurologic changes. There are alter- 
ations of tone, posture, movement, and even con- 
vulsive phenomena, transient paralyses, signs of 
mid-brain, basal ganglia, and medullary involve- 
ment. Both Von Angyal and I concluded that dur- 
ing hypoglycemic shock, the brain is involved from 
the frontal part backward in a manner apparently 
related to the phylogenetic origin of the central 
nervous system. 

It is my belief that the central nervous system 
must be studied both clinically and experimentally 
during such therapy to determine its role in the 
insulin treatment of schizophrenia. Several im- 
portant questions still remain unanswered. They 
are: What is schizophrenia; how does insulin 
therapy affect the mental disorder; and how 
permanent are these apparent cures? Perhaps 
the recent union of psychiatrists, physiologists, 
biochemists and pharmacologists for the study of 
insulin therapy in the schizophrenic patient may 
ultimately answer these questions. 

The Use of Metrazol in the Treatment of 


Schizophrenic Reactions (Dr. G. A. Goldsmith): 
The method of treating schizophrenic reactions by 
intro- 
in his first 
Originally 


the induction of convulsive seizures was 
duced by von Meduna, the results 
series of cases being reported in 1935. 
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camphor was used as the convulsant drug; later 
pentamethylene tetrazol (metrazol) was used. The 
rationale for this procedure rests on the hypothesis 
that there is a biologic antagonism between epi- 
lepsy and schizophrenia. 

The method consists in the intravenous injec- 
tion of a 10 per cent solution of metrazol, the initi- 
al dose selected being 5 c.c. If a seizure does not 
occur the dose is increased by 1 c.c. daily until 
the desired reaction ensues or additional metrazol 
may be given at once, or at the end of thirty 
minutes. Fifteen cubic centimeters have been 
given without untoward results. As long as a 
paroxysm follows, the dose is kept constant. In- 
jections are given every second day to twice week- 
ly and a series of fifteen or twenty grand mal 
seizures are induced even in individuals who show 
no tendency to improve. At least three attacks 
should be provoked after a remission has been es- 
tablished. Within ten to fifteen seconds after the 
injection of metrazol a grand or petit mal attack 
occurs. The major convulsion is usually initiated 
by an aura followed by a cough or a cry, a facial 
expression of bewilderment and a few wild move- 
ments of the arms and legs. The tonic phase be- 
gins with opening of the jaws followed by tonic 
contraction of the trunk and extremities which 
lasts ten to fifteen seconds. The clonic stage fol- 
lows and is of thirty to forty-five seconds duration. 
There may be conjugate deviation of the eyes, 
marked dilation of the pupils, which are unre- 
sponsive to light, a positive Babinski reflex, in- 
voluntary urination and salivation. During the 
tonic phase there is flushing of the face, chest 
and abdomen, during the clonic stage cyanosis 
and pallor followed by a short period of apnea. A 
pilomotor reaction and sweating may occur. After 
the seizure the patient may sleep, exhibit severe 
confusion, or show extreme restlessness for several 
hours. The first convulsion sets the pattern for 
subsequent paroxysins. 

Complications include dislocation of the jaw 
or shoulder, nausea and vomiting, a transitory 
tachycardia, fever, and rarely a fracture of the 
humerus. There have been two fatalities attribu- 
table to metrazol, both due to pulmonary embolism. 
The mortality is about 0.3 per cent. Care should 
be used in selecting patients for treatment. The 
individual should be young and in good physical 
condition. Contraindications are acute _ illness, 
evidence of cardiovascular disease, menstruation, 
a history of head trauma followed by unconscious- 
ness, and any abnormal laboratory findings indi- 
cative of diabetes, syphilis, renal disease and 
anemia. 

Results of treatment with metrazol as reported 
in the literature show that of 503 schizophrenic 
patients who had been ill from a month to over 
five years, 243 individuals, or 48 per cent, showed 
marked improvement usually designated complete 
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remission. When the schizophrenic reaction was 
of less than six months’ duration, the remission 
rate averaged about 80 per cent; when less than 
a year’s duration, 44 to 75 per cent. When over 
a year had elapsed since the onset of the schizo- 
phrenic process, the chance of remission dropped 
to 11 to 26 per cent. Almost no remissions occur 
if schizophrenia has been present for over four 
years. The stuporous and catatonic forms of the 
disorder show the best response. A number of 
relapses have occurred, an observation which has 
shaken the original optimism of some observers. 
An attempt to evaluate the results by comparison 
with the spontaneous remission rate led to no 
definite conclusion. The percentage given by dif- 
ferent authors for spontaneous remission varies 
from 2 to 35 per cent. There are no definitely ac- 
cepted criteria for designating complete or partial 
remissions and no comparable series of patients is 
available except that reported by Low et al. He 
found 25 per cent remission in a series of “func- 
tional psychosis” in 1935, and a 53.8 per cent re- 
covery in 1937 in a similar group of patients treat- 
ed with the new methods of therapy. 

Physiologic and biochemical changes which oc- 
cur during and following the convulsive seizure 
are being investigated. There is a marked reduc- 
tion in the oxygen content of the blood early in 
and persisting throughout the paroxysm. Prior 
to the tonic phase, in rabbits Selbach noted a con- 
traction of the blood vessels of the ear and retina. 
There was an increase in pH of the blood during 
and a decrease after an attack. Low and his co- 
workers report a decrease in the pH, co,, and 
ealcium content after a seizure with a rise of 
blood sugar. Meduna found an increase in the 
acidity, ammonia and phosphate content of the 
urine with a decrease in chlorides following a 
convulsion. The blood pressure rises to nearly 
200 after a seizure, remains somewhat elevated 
during the first hour, and reaches normal after 
two hours. The pulse behaves similarly. 

Theoretical consideration of the cause of the 
beneficial effects of convulsive therapy has em- 
phasized two findings: The anoxemia, and the 
marked stimulation of the sympathetic nervous 
system. It has been shown that cerebral anoxemia 
causes an increase in impulse firing by cerebral 
tissues (Holmes-Davis). Gellhorn believes that 
insulin, metrazol, narcosis, and the inhalation of 
CO,, all of which have been used in the treatment 
of ‘schizophrenic reactions, have a similar action 
on the central nervous system. They produce by 
a profound alteration in metabolism a stimulation 
of the sympathetic nervous system, thereby bring- 
ing about a reorganization of all mental processes. 
Friedman suggests that the marked changes oc- 
curring in the vascular bed and in the nutritional 
supply to the cerebral cells may cause enough 
change in the metabolic equilibrium to reverse 
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whatever tendency there is to schizophrenia. The 
stimulation of the vegetative nervous system in- 
volves vital processes, and every available defense 
mechanism is brought into play. 

Comparison of therapy with metrazol and in- 
sulin shows the former to be advantageous because 
of the ease of administration, the reliability and 
speed of the response, and the lack of need for 
an elaborate set-up or personnel. The mortality is 
less with metrazol than with insulin. There is 
scme evidence that the two procedures are valu- 
able in different types of cases. Combined therapy 
or rotation of these two new methods may be 
helpful at times. 

The treatment of schizophrenic reactions with 
metrazol is still in the experimental stage, is not 
without danger, and should be used only in se- 
lected patients, under carefully controlled condi- 
tions. A period of years will be necessary before 
results can be accurately evaluated, but a hopeful 
prognosis seems possible in this previously depress- 
ing field of therapeutics. There are numerous op- 
portunities for future research and the combined 
efforts of the biochemist, physiologist, and psychi- 
atrist should yield valuable information, leading 
to a better understanding of cerebral metabolism 
and of the schizophrenic process. 


SHREVEPORT CHARITY HOSPITAL 


A meeting of the staff was called to order on 
April 19, 1938, at 6:45 p. m. by Dr. J. P. Sanders. 
Minutes of the previous meeting were read and 
approved. 

SCIENTIFIC PROGRAM 

A series of eye, ear, nose and throat cases were 
presented by Dr. J. A. Wilkinson. 

Diabetic cataract: White female, aged 16, dia- 
betes discovered at 11 years of age upon previous 
hospitalization. Cataract began at 12 years of 
age; vision became so poor that one eye was 
operated on in 1933, and the other eye was op- 
erated on in 1934, the needling type of operation 
being performed in both instances. Vision good 
with the aid of glasses. Blood sugar was re- 
duced to 145 and maintained by proper diet and 
the use of insulin. Is the past few months vision 
has become poor again, examination § revealing 
post-cataract membranes of both eyes. In addi- 
tion the patient has become insulin fast and has 
been changed to protamine insulin. Dr. Boaz, 
the narrator, discussed the process of occurrence 
of cataract in diabetics, pointing out the obscur- 
ity of the process. 

Tuberculosis cutis orificialis: Negro, male, 
aged 22. Onset spring of 1937 as small vesicles 
appearing on upper lip and about the orifices of 
both nostrils. Vesicles ruptured exuding a clear 
fluid, and seemingly other vesicles appeared at 
each point of contact with the fluid. Lesions pro- 
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gressed until now they involve the entire upper 
lid, and distal half of the nose, and the roof of 
the mouth. The lesions are now crusted and pain- 
ful with considerable swelling of the upper lip and 
nose. Contributory past history: draining right ear 
for one of two months before onset of the lesion; 
an uncle died from _ tuberculosis. Temperature 
practically normal throughout hospitalization. 
Physical examination negative except for lesions 
described, destruction of right ear drum, lymph- 
adenitis at angle of mandible and over entire body. 
Kahn test negative; urine negative, white blood 
cells 5,400; 81 per cent segmented, 26 per cent 
lymphocytes, 12.6 gm. hemoglobin. Scrapings from 
lesion negative for fungi. Tuberculin reaction 
positive; biopsy of nose, consistent with tubercu- 
losis; smears from lesions negative for acid fast 
organisms. Roentgen ray revealed normal lung 
fields. Treatment: Neoarsphenamine, potassium 
iodide, and ultra-violet light. 

Discussion was by Drs. P. C. Worley and W. H. 
Browning. 

Pulsating exophthalmos: Case record presented 
by Dr. Jones. White male, aged 32, struck on the 
jaw by a piece of timber one year ago, causing 
fracture of base of skull, with a resulting arterio- 
venous aneurysm between the left internal carotid 
artery and the cavernous sinus. The pulsating 
exophthalmos made its appearance approximately 
two months after the injury. Treatment: follow- 
ing the wearing of a compression collar, the pa- 
tient’s ability to withstand pressure on the com- 
mon carotid artery being good, ligation of the com- 
mon carotid was accomplished. Results: consider- 
able reduction of the exophthalmos, pulsating and 
roaring no longer perceptible by the patient, bruit 
detectable with the stethoscope. Further ligation 
may be resorted to if failing vision would so indi- 
cate. 

Discussion of the case was by Drs. Sanderson 
and Abramson. 

Corneal ulcers, bilateral: Case presented by Dr. 
L. J. Gray, was that of a white female, aged about 
5 years. Child was markedly undernourished. 
Treatment: restoring correct nutrition, clearing up 
foci, eye at rest with bandage, hot packs, atropine, 
and instillation of an antiseptic and administra- 
tion of foreign proteins. 

Plastic surgery of eyelids: Case presented by 
Dr. H. L. Gardiner was that of an adult negro 
male. Patient, while in an epileptic seizure, fell 
into a pot of scalding water, with the resultant 
scarring of the face, giving bilateral ectropion and 
the inability to close his eyes. Treatment: loosen- 
ing of scar tissue and grafting of skin about both 
eyelids. Results: moderate improvement. This 


case was discussed by Dr. L. J. Gray. 
Presentation of unusual cases in Hospital: Dr. 

H. A. McConnell presented the surgical specimens 

of the left ovary, left tube, uterus, and cervix re- 
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moved from the case of hermaphroditism presented 
at the last staff meeting. 


William M. Hall, M. D., Sec. 


HIGHLAND SANITARIUM 


The staff of the Highland Sanitarium held its 
monthly meeting on April 21, 1938, in the Clinic 
Building, following dinner at 7:00 p. m. 


SCIENTIFIC PROGRAM 


Dr. P. W. Winder, in the absence of Dr. H. A. 
McConnell, presented a case of true hermaph- 
rodism. The patient, aged 16 years, was admitted 
to Charity Hospital with an attack of right lower 
quadrant pain. Examination revealed a normal 
appearing colored boy of 16 years, except for 
marked hypertrophy of breast, the absence of a 
left testicle, and hypospadias. An appendectomy 
was done, and at the time of operation, it was 
found that the patient had a normal size uterus, 
a left ovary, tube and round ligament. After con- 
valescence from the appendectomy, it was decided 
that the uterus, ovary and tube should be removed, 
a panhysterectomy and left salpingo-oophorectomy 
being done 16 days ago. The specimen was present 
in toto, together with the photograph of the speci- 
men at the time of operation. Discussion was 
opened by Dr. Mays, followed by Dr. Duncan, 
closed by Dr. Winder. 


Dr. George Wolfe then discussed the highlights 
of the recent meeting of the American College 
of Physicians. Some of the papers mentioned by 
Dr. Wolfe were: 


A paper by Dr. Blake, of Yale, on the efficacy 
of the various brands of scarlet fever antitoxin. 
Dr. Blake concluded that some brands required 
larger doses than were advised by the various 


pharmaceutical houses; a paper by Dr. Kolmer 
reviewing prophylaxis of poliomyelitis; a paper 
by Dr. Goldblock, of Cleveland, Ohio, reporting 


experimental work on essential hypertension; a 
paper by Dr. Robert Cooke, of New York, on al- 
lergy. 


Dr. Wolfe also spoke about the clinic on blood 
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followed by Dr. Baker, Dr. Duncan and closed by 
Dr. Wolfe. 
P. W. Winder, M. D., Sec. 


NORTH LOUISIANA SANITARIUM 


Following dinner, the regular meeting of the 
North Louisiana Staff was called to order by the 
President on March 22, 1938, at 7:50 p. m., with 
twenty members present. 

There were no committee reports, no communi- 
cations and no unfinished business. Dr. Gowen 
announced the appointment of the following com- 
mittees: 

Surgical Committee: O. C. Rigby, 
J. R. Stamper, J. T. Crebbin. 

Medical Committee: J. M. Gorton, Chairman; 
S. G. Wolfe, C. E. Boyd. 

Records Committee: C. R. Mays, C. R. Reed, E. 
C. Edwards. 

Laboratory Committee: 
Crain, Ralph Riggs. 

Training School Committee: C. R. Gowen, Ex- 
Officio Chairman; A. A. Herold, Sanitarium; Miss 
G. Peters, Supervisors; Mrs. C. S. Baggett, Alumni; 
W. B. Heidorn, Staff. 

Under new business, Dr. Herold explained that 
the hospital had been fortunate in obtaining the 
services of Dr. Mathews as hospital pathologist. 
It was pointed out that, in order to maintain rec- 
ognition by the American Medical Association and 
the American College of Surgeons, all specimens 
of tissues removed at operation would have to be 
examined grossly and microscopically by an ac- 
credited regular hospital pathologist. This was 
discussed by Drs. Rigby and Abramson. 

Dr. Herold announced that the Hospital Asso- 
ciation had agreed to discontinue discounts to 
families of railroad employees. City police and 
firemen were to continue to get 25 per cent dis- 
count on themselves only; this was agreed upon 
at a recent meeting of the Hospital Council. 

Following the reading of the hospital report and 
the discussion of the deaths, the Scientific Pro- 
gram was begun. 

Drs. Heard and Gowen presented an _ experi- 
mental moving picture of a thoracoplasty. 

N. Judson Bender, M. D., Sec. 


Chairman; 


Geo. Dickson, A. P. 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


diseases. Discussion was opened by Dr. Rutledge, 
CALENDAR 
JUNE 1. Clinical Pathological Conference, 


Charity Hospital and L. S. U. Medical Center, 2 
p. m. 


JUNE 1. Mercy Hospital Staff, 8 p. m. 
JUNE 1. Hutchinson Memorial Clinic Staff, 
8 p. m. 


JUNE 2. Clinicopathologic Conference, 
Infirmary, 11:15 a. m. to 12:15 p. m. 

JUNE 6. Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 

JUNE 6. Pathologic Conference, Hotel Dieu, 
8:15 p. m. ” 

JUNE 7. Eye, Ear, Nose and Throat Hospital 
Staff, 8 p. m. 


Touro 
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JUNE 8. Clinical Pathological Conference, 
Charity Hospital and L. S. U. Medical Center, 2 
p. m. 

JUNE 8. Touro Infirmary Staff, 8 p. m. 

JUNE 10. French Hospital Staff, 8 p. m. 

JUNE 13. ORLEANS PARISH MEDICAL 


SOCIETY. Joint Clinical Meeting at United 


States Marine Hospital, 8 p. m. 


JUNE 15. Clinical Pathological Conference, 
Charity Hospital and L. S. U. Medical Center, 2 
p. m. 

JUNE 15. Charity Hospital Surgical Staff, 8 
p. m. 

JUNE 16. Clinicopathologic Conference, Touro 


Infirmary, 11:15 a. m. to 12:15 p. m. 


JUNE 16. Eye, Ear, Nose and Throat Club, 8 
p. m, 

JUNE 17. I. C. R. R. Hospital Staff, 12 noon. 

JUNE 17. New Orleans Dispensary Staff, 8 
p. m. 

JUNE 20. Hotel Dieu Staff, 8 p. m. 

JUNE 21. Charity Hospital Medical Staff, 8 
p. m. 

JUNE 22. Clinical Pathological Conference, 
Charity Hospital and L. S. U. Medical Center, 
2 p. m. 

JUNE 23. Clinicopathologic Conference, Touro 
Infirmary, 11:15 a. m. to 12:15 p. m. 

JUNE 27. ORLEANS PARISH MEDICAL 
SOCIETY, 8 p. m. 

JUNE 28. Baptist Hospital Staff, 8 p. m. 

JUNE 29. Clinical Pathological Conference, 
Charity Hospital and L. S. U. Medical Center, 
2 p. m. 

JUNE 30. Clinicopathologic Conference, Touro 


Infirmary, 11:15 a. m. to 12:15 p. m. 





During the month of May the Society held two 
regular scientific meetings. 
sented as follows: 

Monday, May 9 
Banana and Banana Powder Therapy in Diar- 
rheal Diseases of Infants and Young Children 
By: Dr. Edwin A. Socola 
Discussed by Dr. M. D. Sterbcow and closed 
by Dr. Socola. 


Programs were pre- 


Ruptured Intervertebral Disc as a Cause of 
Sciatic Pain 
By: Dr. Dean H. Echols 


Discussed by Drs. L. L. Cazenavette, E. D. 
(Fenner and closed by Dr. Echols. 

The Treatment of Tularemia 
By: Dr. Leo N. Elson 
Discussed by Dr. George H. Upton and closed 
by Dr. Elson. 

Monday, May 23 
Gas Bacillus Infection with Special Reference 
to the Therapeutic Value of the Roentgen Ray. 
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ea Drs. L. Sidney Charbonnet, Jr. and 
Robert W. Cooper. 
Discussed by Drs. I. M. Gage, Howard R. 
Mahorner, George Fasting, and closed by 
Dr. Charbonnet. 
Postural Defects in Elementary School Children 
ae _ ; _Dr. Guy A. Caldwell 
Discussed by Drs. Emile Naef, Paul Mcll- 
henny, Bela Halpert, Emile Bertucci, and 
closed by Dr. Caldwell. 
Further Observations on the Serum Volume Test 
for the Hemorrhagic Diathesis in Jaundice 
By: Dr. Frederick F. Boyce 
Discussed by Drs. George M. Decherd, I. M. 
Gage, Leo N. Elson, and closed by Dr. Boyce. 


The following recommendations of the Publicity 
Committee were adopted at this meeting: 

1. That the radio program of the Orleans Par- 
ish Medical Society and the cancer committee in 
the Parish of Orleans be continued. 

2. That these radio programs be announced in 
the newspaper radio calendar as: “Medical Pro- 
grams”, or “Medical Hour” without the appearance 
of the name of the speaker as has been done by 
the Society’s radio committee in the past. 

3. That radio talks be announced to the audi- 
ence as “a presentation on medical education spon- 
sored by the (name of committee, organization, 
school or university), and is presented by a mem- 
ber of (said committee, organization, school or 
university). 

4. That “set” or prepared medical articles may 
be published in the lay press by members of the 
Orleans Parish Medical Society provided they (the 
articles) have received the approval of the So- 
ciety, and provided further that these articles are 
signed not by the writer but as follows: “A Mem- 
ber of the Orleans Parish Medical Society’, or 
“Released by the Orleans Parish Medical Society.” 


The Legislative Committee met to discuss bills 
coming before this session of the State Legislature 
pertaining to the medical profession. 


The following doctors were elected to member- 
ship in the Society: 

Active: Drs. Joseph Ciolino, 
and Georgianna von Langermann. 

Associate: Dr. Frank L. Ramsay. 


Marie Stanbery, 


I regret to report the death of Dr. Caroline 


Mims. 


At the annual staff dinner of the Baptist Hos- 
pital, April 26, at Arnaud’s the following new 
officers were installed: Dr. H. B. Alsobrook, chair- 
man; Dr. E. Z. Browne, vice-chairman; Dr. John 
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T. O’Ferrall, chairman of executive committee; 
Dr. J. Kelly Stone, secretary, and Dr. W. Robyn 
Hardy, treasurer. 


Dr. Gilbert C. Anderson is president and Dr. 
Lewis Golden, secretary of the newly organized 
New Orleans Society for Neurology and Psychiatry. 
Among the members are Drs. C. G. Cole, L. L. 
Cazenavette, Edmund Connely, Dean H. Echols, 
Grace Goldsmith, Frederick L. Fenno, Joseph 
O’Hara, Walter J. Otis, Lucy Scott Hill, Charles 
Holbrook, G. F. Roeling, T. A. Watters, H. R. 
Unsworth and Erwin Wexberg. 


Dr. B. I. Burns attended the meeting of the As- 
sociation of Anatomists in Pittsburgh, April 14-16. 


Dr. Don Julian Graubarth attended the Alabama 
State Pediatric Society meeting at Mobile, April 
18. 


Dr. Francis E. LeJeune spoke on “Hoarseness” 
before the Mississippi State Medical 
convention, April 20. 


Association 





Dr. T. A. Watters spoke before the American 
Association of Collegiate Registrars on April 21 
on the causes of maladjustments of students in 
colleges and universities. 


At the conference of the Louisiana Parent- 
Teachers’ Association, April 22, Dr. Charles Bahn, 
Dr. Shirley C. Lyons, and Dr. W. H. Perkins were 
among the guest speakers. 


On April 24, Dr. Fred Fenno talked at Camp 
Salmen, at an institute for camp counselors which 
was held under the auspices of the Council of 
Social Agencies. 


Dr. Robert A. Strong, who holds a Commission 
of Lieutenant Colonel, Medical Corps, Arms and 
Service Assignment Group of the U. S. Army, gave 
an illustrated lecture on “Aviation Medicine” to 
the army officers in New Orleans and vicinity, at 
the Officers Club, Jackson Barracks, April 24. 


Dr. H. L. Kearney attended the meeting of the 
Triological Society at Atlantic City, April 27-29. 


Dr. Rawley M. Penick, Jr., attended the meeting 
of the Surgical Society in St. Louis and the meet- 
ing of the Southern Society of Clinical Surgeons 
in Montreal, during the last week of April. 


Dr. Edgar Hull and Dr. B. R. Heninger have 
been certified by the American Board of Internal 
Medicine. 
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Dr. A. C. Broussard was elected president of 
the Louisiana State Dental Society at its annual 
convention in Alexandria, April 30. 


Dr. Francis E. Le Jeune was elected president 
of the Louisiana-Mississippi Ophthalmological and 
Otolaryngological Society, April 30. Dr. W. B. 
Clark and Dr. Henry N. Blum were named as Loui- 
siana councilors. 


At the meeting of the American College of Phy- 
sicians in April, Dr. J. O. Weilbaecher, Jr., was 
made an associate and Dr. G. M. Decherd, Jr. a 
fellow of the association. 


Dr. Urban Maes attended the meeting of Clini- 
cal Surgery in Chicago, April 29 and 30, and the 
American Surgical Association meeting in Atlantic 
City, May 2-4. 


Members taking part in the annual convention 
of the Louisiana State Pediatric Society, May 2, 
were Drs. Ruth Aleman, Philip C. DeVerges, Sims 
A. Chapman, Roy E. de la Houssaye, Julian Grau- 
barth, Suzanne Schaefer, and Charles Williams. 

Dr. William D. Phillips was elected vice-presi- 
dent and Dr. H. B. Alsobrook, secretary-treasurer 
of the Louisiana State Gynecological and Obstet- 
rical Society, May 2. 


Dr. C. Grenes Cole was re-elected president of 
the Louisiana State Coroners’ Association, May 3. 

Dr. Ruth Aleman was named president and Dr. 
Philip C. De Verges, secretary-treasurer of the 
Louisiana State Pediatric Society. 


Dr. A. J. Hockett was elected president of the 
Louisiana State Hospital Association at its meeting 
May 3. 


Dr. George A. Mayer represented the Tulane 
University School of Medicine at a five-day meet- 
ing of the International Congress of Gynecologists 
and Obstetricians held in Amsterdam, May 4-8. 


On May 4, Dr. E. C. Faust addressed the Mobile 
Association of Science on “Malaria with Reference 
to its Epidemiology, Geographical Distribution and 
Prevention in the Southern United States.” 


The Loyola chapter of Theta Beta, conferred 
honorary membership upon Dr. James T. Nix at 
its annual banquet, May 9. 


Dr. H. L. Kearney attended the meeting in 
Monroe, May 6-7, of the Louisiana Academy of 
Science of which he is president. 
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Dr. Neal Owens attended the Florida State 
Meeting, May 8-9, in Pensacola. 


Dr. Robert A. Strong was a guest speaker at 
the seventy-second annual session of the State 
Medical Association of ‘Texas, Galveston, May 
10-12. He spoke on “Preventive Pediatrics,” “‘The 
Immunizations,” and “The Most Frequent Causes 
of Vomiting in Infancy.” 


Dr. Roy de la Houssaye was elected president, 
and Dr. E. A. Socola vice-president of the New 
Orleans Milk Commission. The following Society 
members were elected to the board of directors: 
Drs. Ruth Aleman, Elizabeth Bass, Charles J. 
Bloom, Philip C. De Verges, L. R. De Buys, Julian 
Graubarth, John Lanford, Edwin H. Lawson, W. 
C. Rivenbark, Carroll Smithers, Jack E. Strange, 
Suzanne Schaefer, John Signorelli, Haidee Weeks. 


Dr. Alton Ochsner left May 11 to give a series 
of lectures in Honolulu. 


The second annual convention of the Louisiana 
Mental Hygiene Society of which Dr. Joseph A. 
O’Hara is president, met here May 13. Dr. W. H. 
Perkins presided and addresses were made by 
Drs. Lewis Golden, T. A. Watters and Erwin Wex- 
berg. 


Members of the Society on the program of the 
Society for Experimental Biology and Medicine, 
May 13, were: Drs. C. C. Bass, Joseph S. D’Antoni, 
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William H. Harris, Bela Halpert, J. R. Schenken 
and J. Ross Veal. 


Dr. James T. Nix recently visited the Cancer 
Memorial Hospital, The University of Pennsyl- 
vania and Columbia University to study graduate 
training methods. 


REMOVALS 


Dr. Henry G. Butker from 1234 to 1201 Canal 
Bank Building. 

Dr. E. A. Ficklen from 647 to 616 Canal Bank 
Building. 

Dr. M. M. Goldberg from 715 Pere Marquette 
Building to 2701 Peniston Street. 

Dr. Samuel Karlin from 1520 Aline 
519 Physicians and Surgeons Building. 

Dr. John F. Oakley from 1234 to 1201 Canal Bank 
Building. 

Dr. C. V. Perrier from 1234 to 1201 Canal Bank 
Building. 

Dr. Fred K. Vaughan is now located at 203 
Medical Arts Building. 


Street to 


TREASURER’S REPORT 
Actual book balance March 31, 1938:-_ $4,852.86 











A I yc sccicsisscactasnnciceacncepniancetnegnenboainmmmtacicoen $1,183.74 
I a eae ta elacateeamcenae $6,036.60 
aT RIES: ancestries $1,009.91 
Actual book balance April 30, 1938:_-___$5,026.69 
Gilbert C. Anderson, M. D., 
Secretary. 
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REPORTS PRESENTED AT THE ANNUAL 
MEETING OF THE STATE SOCIETY, 
NEW ORLEANS, 1938 


REPORT OF THE PRESIDENT 

It is my duty and pleasure to transmit to you 
herewith the President’s annual report on the state 
of the Society, together with some comments and 
recommendations. 

I am gratified to be able to report that there has 
been no dissension within our ranks during my 
tenure of office and that the affairs of the Society 
have been handled in the normal routine manner. 

The profession is fortunate in having been fur- 
nished “Refresher Courses” in pediatrics this year 
as was done last year in obstetrics. The funds 
for these lectures have been furnished by the Louis- 
jana State Board of Health from monies appro- 
priated to the state through the Social Security 
Act. We are grateful to Doctors Todd and Mas- 
terson for their assistance in cooperating with our 


Committee on Medical Education in planning for 
these lectures. I feel that a word of commenda- 
tion should be said for the pediatricians who were 
willing to leave their work to do this teaching. I 
suggest the Secretary be instructed to write Dr. 
O’Hara expressing our appreciation. 


It is generally recognized, I believe, that we 
have been crowding too much into three days at 
our Annual Meeting. With so many things to do 
and so little time in which to do them, we are 
failing to make personal contacts, which in my 
opinion, are of much value. I recommend that we 
revert to the old custom of devoting four days to 
the Annual Meeting. 

If the State Society is to render the best service 
to the profession and a service that, in my opinion, 
is very much needed, a movement should be in- 
itiated looking toward the provision of a full-time 
secretary. So many matters of importance are 
coming up almost daily, that it is impossible for a 











Louisiana State Medical Society News 


busy doctor to give them the necessary attention. 
In view of the fact that it will probably be neces- 
sary to raise the dues to ten dollars a year, I real- 
ize that the matter should be given careful con- 
sideration. It might be well to get the opinion of 
the various Component Societies but that is a 
matter which I shall leave to the judgment and 
wisdom of the House of Delegates to work out. 

In September, 1937, I received a letter from the 
Shreveport Medical Society, together with a set 
of resolutions that had been mailed to the Gov- 
ernor, protesting his action in not having named 
some representative of the Louisiana State Medical 
Society on the newly appointed Hospital Board. 
They requested that the State Society also take 
some action. The matter appeared to me to be 
of such importance that a meeting of the Execu- 
tive Committee was held in New Orleans on Oc- 
tober 2, 1937. At this meeting the Committee au- 
thorized similar resolutions to be sent to the 
Governor, and the President was instructed to ap- 
point a committee to confer with the Governor and 
discuss with him the whole subject of new charity 
hospitals and charity beds in hospitals already 
existing. 

It was necessary for the Committee to collect 
certain data to present to the Governor, which 
consumed some time and I was advised on No- 
vember 6 that the Committee was ready to go to 
Baton Rouge. On that date I telephoned the Gov- 
ernor’s secretary asking him to arrange a confer- 
ence at the Governor’s convenience and stated that 
if it were possible we should like to have this done 
before November 30 as most of us wished to attend 
the Southern Medical Association meeting. The 
secretary advised that he would present the mat- 
ter to the Governor when he returned to his of- 
fice and would advise me. Nothing was heard 
from the Governor and when I was in New Or- 
lears at the Southern Medical Association meeting, 
I learned that Mr. Johnson would be out of the 
state for about two weeks and as it seemed ad- 
visable, if possible, to have him at the meeting 
and the Christmas Holidays were approaching, I 
concluded to make no further effort to contact the 
Governor until after January 1. In the meantime, 
on December 28, Mr. Johnson gave to the press a 
list of names of doctors whom he stated would 
constitute an Advisory Committee to the Hospital 
Board on technical matters. The oualy reaction on 
the part of the Governor was an acknowledgment 
of the receipt of the resolution. The matter is 
still pending and I shall present a supplementary 
report to this section. 

I have had the pleasure of visiting practically 
every District Society at least once and some of 
them more than once. It is to be hoped that 
these visits will have the effect of bringing the 


Component Societies into closer contact with the 
} 


755 


State Society. The courtesies and splendid hos- 
pitality shown me have left me with very pleasant 
memories. 

I should be derelict in my duty if I failed to 
mention the efficiency with which the office of 
the Secretary-Treasurer is conducted. The _ per- 
sonnel has always been most courteous and help- 
ful and I wish to express my sincere appreciation 
to Dr. P. T. Talbot and his assistants Misses Annie 
Mae Shoemaker and Odile Simpson. 

My relations with the Executive Committee and 
with the membership at large have been most 
happy. 

RECOMMENDATIONS 

1. Instruct Secretary to write to Dr. O’Hara 
expressing appreciation for cooperation in courses 
in pediatrics conducted in the state. 

2. Revert to old custom of devoting four days 
to Annual Meeting. 

3. Consideration of 
retary. 


question of full-time sec- 


Respectfully submitted, 
Charles M. Horton, M. D., President. 


REPORT OF SECRETARY-TREASURER 
Herewith please find report of the Secretary- 
Treasurer’s office for the past year. 
1987 ANNUAL MEETING 
At the Annual Meeting in Monroe in 1937 we had 
the following registration: 


EES A eR, 

Oe ee aR See Pine Nee a vaccemccaciecen 

eee SG Re 30 
Woman’s Auxiliary—Members__._. 110 

Guests 25 135 

I kasi eneeeeoed 559 


I believe that all will agree that this was one of 
the most successful and pleasant meetings in the 
history of our State Society. A great deal of this 
was due to the untiring efforts of Dr. D. T. Milam 
as General Chairman of the Committee on Ar- 
rangements and the cooperation and support of 
the other doctors in Ouachita Parish. 


MEMBERSHIP 


For the past year our membership was as fol- 
lows: 





Active Members______. Solid Se 
Honorary Members________- a 3 
Intern Members_._.._.. iicieiRbionictnstecale edie 28 
Ee ene ee ee 1 

Rene SS Pa eee Pree 1,348 


You will note from the above that our total 
membership was 1,348 in 1937. The total member- 
ship in 1936 was 1,321 which shows that we had 
an increase of 27 members in 1937. Our enroll- 
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ment, up to date of this writing, for 1938 is 1,049 
as compared to 1,007 on the same date in 1937. 

It is very gratifying to be able to report not 
only an increase in membership but also an evi- 
dence of increased interest throughout the profes- 
sion in the state. Obviously this status should be 
maintained for as you all well know there are 
many problems which confront the medical profes- 
sion just at present. A great many of our medi- 
cal prognosticators state that socialized medicine 
is just around the corner. It is my hope that this 
may be as erroneous as the prediction of our il- 
lustrious former President Hoover’s statement in 
1929, when he stated that prosperity was just 
around the corner. Never in the history of our 
organization should there be such effort to main- 
tain a fortified and cooperative profession to ward 
off, if possible, the encroachment of this disagree- 
able feature of the practice of medicine, as there 
is now. In this regard it is very interesting to 
report that the recent action of the American 
Medical Association toward obtaining from the 
various states a survey of the present medical 
status and needs for the future is an effort to 
counteract any advent of socialized medicine. 
Their plan has been recommended by our Com- 
mittee on Medical Economics and is up for dis- 
cussion by the executive officers and no doubt will 
be given due consideration by the House of Dele- 
gates. This is a momentous problem and should 
be adequately solved as early as is consistent in 
order that the medical profession of Louisiana 
may be properly protected. 

FINANCES 

It is very gratifying to report that during the 
year 1937 our financial status was maintained in 
an excellent condition. Our actual assets of 
$23,089.41 on December 31, 1937 showed an increase 
of approximately $2,000.00 over the assets on De- 
cember 31, 1936. Attached to the original report 
you will find a complete financial statement for 
the past fiscal year and the report of the auditor 
and his remarks concerning same. There is also 
attached to the original report a list of the assets 
and liabilities and a list showing the status of the 
various funds which the Society maintains. These 
records have all been reviewed by the Budget and 
Finance Committee and will unquestionably be re- 
ported by them. 

From reports received from the _ profession 
throughout the state where during the past year 
review courses in pediatrics were held, through 
cooperation of our Committee on Medical Educa- 
tion and the Louisiana State Board of Health, it 
has been indicated that the courses were received 
with a great deal of interest and credit to those 
who formulated the program. We would be glad 
to have, from time to time, suggestions as to the 
improvement, if possible, of this service. 
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It has been a great privilege during the year to 
have given our cooperation and help to our es- 
teemed President, Dr. Charles M’. Horton. He has 
manifested a great interest in the organization’s 
affairs and probably has deservedly won the ap- 
pellation of “the traveling President” due to the 
fact that he has visited so many of our medical 
meetings throughout the state during the past 
year. It is certain that this activity of his will 
reflect with credit to him as well as to our medi- 
cal organization. We feel that the trust the medi- 
cal profession has bestowed in him as their Presi- 
dent has been faithfully administered. 


PARISH AND DISTRICT SOCIETY MEETINGS 

During the past year I have had the occasion to 
attend the following Parish and District Society 
meetings: 


Second District Medical Society 
Third District Medical Society 
Fourth District Medical Society 

Fifth District Medical Society 
Seventh District Medical Society 
Rapides Parish Medical Society 

St. Tammany Parish Medical Society 
Lafourche Valley Medical Society 


It was a great privilege to be present at these 
meetings as they were very stimulating both from 
a scientific and social viewpoint. After a visit to 
any one of these District or Parish Societies a re- 
turn visit is always looked forward to with a great 
deal of interest. 


1938 ANNUAL MEETING 

Dr. Cassius L. Peacock has done a wonderful 
piece of work in arranging for our 1938 meeting. 
His experience on arrangement committees, his 
keen interest in organized medicine and his earnest 
desire to put over a successful meeting have been 
very stimulating to our work and insure the State 
Society of a most wonderful meeting this year. 
From a scientific viewpoint I believe that the 
program is very representative and should be ap- 
propriately appreciated by those who are fortunate 
enough to be able to attend these presentations. 
May I take this occasion to congratulate the vari- 
ous chairmen of the respective sections for their 
cooperation in the preparation of the program. 

It has been a great privilege of mine to partici- 
pate in the various activities of the Society as 
your Secretary-Treasurer during the past year and 
to take part in a meager way in the accomplish- 
ments of our organization. 

My report would be incomplete without express- 
ing our thanks and appreciation for the wonder- 
ful services rendered by our Assistant Secretaries, 
Miss Annie Mae Shoemaker and Miss Odile Simp- 
son, and for their faithful and devoted attention 
to their duties incident to our work. They have 
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contributed in an appropriate way to the carrying 
on of the many details of our office. 
Respectfully submitted, 
P. T. Talbot, M. D., Secretary-Treasurer. 


REPORT OF THE HOUSE OF DELEGATES TO 
THE GENERAL ASSEMBLY 


The first session of the 1938 meeting of the 
House of Delegates was called to order by the 
President, Dr. C. M. Horton at 10:10 a. m. Dr. 
Horton welcomed the delegates to the meeting 
and commended the Chairman of the Committee 
on Arrangements, Dr. Cassius L. Peacock, for his 
efforts in making plans for the meeting. 

In accordance with a plan submitted at the last 
meeting of the House, reports of officers and com- 
mittees were printed and sent to members of the 
House before the meeting. This was done to ex- 
pedite the proceedings and proved to be very ad- 
vantageous in this regard. Below are listed re- 
ports which contained recommendations and the 
action. taken in reference to same. 

Report of President: The Secretary was in- 
structed to write to Dr. O’Hara expressing appre- 
ciation for cooperation in pediatrics 
conducted in the state. 

Report of Councilor of Seventh District: Com- 
mittee on Public Policy and Legislation was asked 
to see to it that a coroner is not qualified to fill 
such an office unless he is a member of organized 
medicine. 

Report of Committee on Cancer: House of Dele- 
gates reaffirmed the activities of the Cancer Com- 
mittee. Appropriation of one hundred dollars for 
expenses for the year 1938 was approved. The 
Secretary was instructed to write a letter to the 
newspapers in Alexandria, Bossier City, Lake 
Charles, Monroe and Shreveport that have pub- 
lished articles on cancer control and to the radio 
stations in Alexandria, Lake Charles, Monroe, Ba- 
ton Rouge and New Orleans that have given time 
for radio talks on cancer, thanking them for their 
cooperation; and a letter to Dr. J. A. O’Hara, 
President of the Louisiana State Board of Health, 
for the donation of space in the Journal for the 
publication of monthly articles on the subject of 
cancer. 

Report of Committee on Expert Testimony: The 
present committee was instructed to continue its 
efforts to classify medical experts until the next 
session of the House of Delegates at which time 
they should make a further report. 

Report of Committee on Maternal Welfare: 
The work as carried on by this committee will be 
continued and the President is requested to ap- 
point a Committee on Maternal Welfare for 
1938-1939. 

Report of Committee to Work with the State 


courses in 
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Board of Health in the Distribution of Arsenicals: 
When appointments are made for this committee 
one member is to be appointed who is connected 
with the State Health Office. 

The Report of the Louisiana State Board of 
Medical Examiners was presented and upon mo- 
tion made and carried the House was of the 
opinion that the Board of Medical Examiners 
should be commended for the able manner in which 
the affairs of the Board have been conducted. 

Dr. D. C. Browne, representing the Orleans Par- 
ish Medical Society, was in attendance at the 
meeting and presented the subject of library ser- 
vice for doctors throughout the state. The House 
approved, in principle, the plan submitted and the 
Chairman was requested to appoint a committee 
to study this problem and report to the Executive 
Committee its findings. 

A communication from the New Orleans Uro- 
logical Society concerning the clinic operated in 
New Orleans under the name of the Public Health 
Institute was read by the Secretary and referred 
to the Louisiana State Board of Medical Examiners. 
for action. 

The House of Delegates approved the recom- 
mendation that the Charter and Constitution be 
amended in order to make the Vice-Chairman of 
the House of Delegates a member of the Execu- 
tive Committee. This recommendation was read 
at the general meeting of the society and the Sec- 
retary was instructed to send out notice of same 
to all members of the society two months before 
the 1939 meeting so that final action may be taken 
at that time. 

The Chairman of the Committee on Care of the 
Indigent Physician offered a suggestion that when- 
ever a physician or member of his or her family 
received medical or surgical attention from a fel- 
low practitioner and the recipient of the atten- 
tion, feeling obligated for such attention and the 
benefactor being unwilling to receive or accept 
any compensation, that the beneficiary make a 
contribution to the Fund for the Care of the Indi- 
gent Physician in the name of the benefactor. The 
suggestion was approved and publicity in regard to 
this matter will be carried in the pages of the 
Journal. 

The House of Delegates endorsed the action of 
the Executive Committee in sending the pamphlet 
“Study and Provision of Medical Care” to each 
component society and decided that disposal of 
this question should be a matter of action of the 
component societies. 

Communications were read concerning the Louis- 
iana State Hospital Board’s attitude toward medi- 
cal practice throughout the state and motion was 
made and carried that the House of Delegates go 
on record as requesting the State Hospital Board 
not to permit the appointment of any physician 
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or surgeon to State Hospital Staffs who is not a 
member of the State Society. 

The question of radio broadcasting on the sub- 
ject of cancer was presented by the Chairman of 
the Committee on Cancer and after discussion it 
was decided that the talks should be continued and 
the announcement be made that such and such 2 
doctor was speaking without eulogy or mention oi 
the attainments of the speaker. 

Dr. T. J. Dimitry, representing a committee ap- 
pointed by the Mayor of New Orleans to make 
plans for a monument project, asked that the State 
Society cooperate in this matter. Motion was made 
and carried that the House of Delegates commend 
the action of Mayor Maestri, that the Committee 
on Walter Reed Memorial and the Committee on 
History of the Louisiana State Medical Society be 
requested to cooperate to the fullest extent with 
the Mayor and the committee appointed by the 
Mayor and that the committees use all possible 
speed to further this project. 


A communication in reference to venereal dis- 
ease control was read by the secretary and referred 
to the Committee on Public Policy and Legisla- 
tion for consideration. 

The following Fraternal Delegates were present 
and brought greetings from their respective medi- 
cal societies: 

Dr. A. L. Nelson, Nacogdoches, Texas. 

Dr. H. H. Smith, Fort Smith, Arkansas. 

The report of the Committee on Resolutions, 
which was as follows, was read and adopted: 

Whereas, the Louisiana State Medical Society 
has enjoyed one of its most successful meetings, 
and 

Whereas, the success of this meeting is due to 
the zealous efforts and cooperation of several in- 
dividuals and organizations, 

We offer the following resolutions of coopera- 
tion: 

1. To Dr. C. L. Peacock, General Chairman of 
the Committee on Arrangements, for his untiring 
efforts which have contributed greatly to the suc- 
cess of the meeting; 

2. To the Orleans Parish Medical Society, host 
of the meeting, for the splendid cooperation and 
the excellent manner in which the convention was 
held; 

3. To the very efficient staff of the Secretary’s 
office and the Secretary-Treasurer whose careful 
preparation of the details of the convention con- 
tributed much to the efficiency of the meeting 
and whose pleasing personalities contributed ma- 
terially to the pleasantries of our meeting; 

4. To the press of New Orleans for their as- 
sistance in spreading on the pages of their papers 
news of the convention and the various personages 
in attendance; 
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5. To Tulane and Louisiana State Universities 
for their cooperative spirit in entertaining the 
membership of the convention; 

6. To the various scientific and commercial ex- 
hibitors who contributed greatly to the excellence 
of the convention; 

7. To Dr. Joseph A. O’Hara for the splendid 
luncheon tendered to the House of Delegates and 
guests; 

8. To the Woman’s Auxiliary of the society 
whose inspiration and encouragement make these 
meetings possible; 

9. To Seymour Weiss and the Roosevelt Hotel, 
convention headquarters, for the many courtesies 
extended by the personnel of the hotel; 

10. To Dr. King Rand, Chairman of the House 
of Delegates, for the efficient and orderly manner 
in which he conducted the meetings of the House 
of Delegates; 

11. To the membership of the State Society 
who attended the convention and by their presence 
contributed to the success of the meeting. 

We recommend that a copy of these resolutions 
be incorporated in the minutes of the meeting, a 
copy be given to the press, and a copy be given to 
the Bulletin of the Orleans Parish Medical So- 
ciety and to the New Orleans Medical and Surgical 
Journal. 

The following officers were nominated and duly 
elected: 


President-elect: Dr. Clarence A. Lorio, Baton 


Rouge. 

First Vice-President: Dr. C. L. Peacock, New 
Orleans. 

Second Vice-President: Dr. Jerome Landry, New 
Orleans. 

Third Vice-President: Dr. P. D. Abramson, 
Shreveport. 

Secretary-Treasurer: Dr. P. T. Talbot, New Or- 
leans. 


Councilors: 
First District: 
Second District: 


Dr. H. Bernadas, New Orleans. 
Dr. D. N. Silverman, New Or- 


leans. 
Fourth District: Dr. M. D. Hargrove, Shreve- 
port. 
Fifth District: Dr, J. B. Vaughan, Monroe. 
Committees: 
Scientific Work: Dr. P. T. Talbot, Secretary- 


Treasurer; Dr. A. E. Fossier and Dr. A. A. Herold. 

Public Policy and Legislation: Dr. J. A. O'Hara, 
President; Dr. P. T. Talbot, Secretary-Treasurer; 
Dr. C. Grenes Cole, Chairman; Dr. Sam Hobson 
and Dr. Glenn J. Smith. 

Journal: Dr. W. H. Seemann and Dr. 
A. LeDoux; both for a term of three years. 

Medical Defense: Dr. J. W. Faulk, term of 
three years. 

Health and Public Instruction: 


Lucien 


Dr. F. R. Go- 
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mila, 
Graves, Dr. J. K. Griffith and Dr. John Signorelli. 


Chairman; Dr. M. H. Foster, Dr. J. Q. 

Hospitals: Dr. J. T. Nix, Chairman; Dr. J. L. 
Scales, Dr. O. P. Daly, Dr. J. E. Walsworth and 
Dr. A. J. Comeaux. 

Delegate to American Medical Association 1939 
and 1940: Dr. W. H. Seemann, New Orleans. 

Alternate to Delegate to American Medical As- 
sociation 1939 and 1940: Dr. A. A. Herold, Shreve- 
port. 


Chairman of House of Delegates: Dr. King 
Rand, Alexandria. 
Vice-Chairman of House of Delegates: Dr. Val 


H. Fuchs, New Orleans. 

The following names were proposed for appoint- 
ment on the State Board of Medical Examiners to 
fill the vacancy occurring at the expiration of Dr. 
George S. Bel’s term this year: Dr. George S. 
Bel and Dr. Sam Hobson. 

Invitation to hold the 1939 meeting in Alexan- 
dria was accepted. 

Respectfully submitted, 


P. T. Talbot, M. D., 
Secretary-Treasurer. 


REPORT OF THE COMMITTEE ON MEDICAL 
DEFENSE 


To the Officers and Members 
House of Delegates, 1938 
New Orleans, Louisiana. 
Gentlemen: 

As Chairman of the Committee on Medical De- 
fense, I wish to submit the following report of ac- 
tivities since the 1937 annual meeting: 

Three cases have been referred to the committ- 
tee, two against a doctor of New Orleans and one 
against a doctor of Reserve. The two New Or- 
leans’ cases have been referred to our counsel and 
have not yet come up for trial. On January 22, 
1938 Mr. Adams notified our committee that the 
claim for malpractice against the doctor of Re- 
serve had gone to prescription on January 17, 1938, 
and he was, therefore, closing his file on this case. 
He stated, also, that prior to prescription accruing 
he had been advised by the claimant’s attorney 
that the claimant had decided not to institute suit. 

A case brought against a doctor of Lake Provi- 
dence prescribed on October 6, 1937, and we were 
so notified by our counsel, who stated that he had 
closed his file on this case. 

A committee representing the Orleans Parish 
Medical Society communicated with us during the 
past year advising that one of their members had 
been threatened that suit would be filed by a pa- 
tient and asked that the Committee on Medical 
Defense offer defense should this suit be brought. 
Your chairman advised the secretary of the so- 
ciety that defense would be rendered upon recom- 
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mendation by his society; however, we have not 
received further information or recommendation in 
this regard. 

Attached to the the original copy of this report 
is a financial report of the Medical Defense Sav- 
ings Account for 1937, and, also, a list of the se- 
curities held in the Trust Department of the Whit- 
ney National Bank for the Medical Defense Fund, 
as of December 31, 1937. 

Respectfully submitted, 
S. Chaille Jamison, M. D., Chairman, 
Committee on Medical Defense. 


THE CARE OF THE INDIGENT PHYSICIAN 


Since the Fund for the Care of the Indigent 
Physician has been deprived of the specific amount 
of revenue allocated to its use by re-applying this 
amount to the Medical Defense Fun, 

And since this diversion of the fifty cents (.50) 
per member to the Medical Defense Fund has and 
will seriously interfere with the establishment of 
a Fund for the Care of the Indigent Physicians, 

The Committee for the Care of the Indigent Phy- 
sician beg to submit the following suggestion for 
the consideration of the members of the House 
of Delegates: 

Whenever a physician or a member of his or 
her family received medical or surgical attention 
from a fellow practitioner, and the recipient of the 
attention feeling obligated for such attention, and 
the benefactor being unwilling to receive or accept 
any compensation; it is suggested that the bene- 
ficiary make a contribution to the Fund for the 
Care of the Indigent Physician in the name of the 
benefactor. 

It is hereby understood that this is merely a 
suggestion and in no way compulsory or binding. 

Dr. C. A. Weiss, M. D., Chairman, 
Committee for the Care of the 
Indigent Physician. 


COMMITTEE ON MONUMENTS 


Dr. Theodore J. Dimitry has been designated by 
his Honor Mayor Robert Maestri as Chairman of 
a Committee to develop New Orleans as a City of 
Monuments. At the meeting of the House of 
Delegates, Louisiana State Medical Society, May 
4, a resolution was introduced asking for co 
operation between the Reed Memorial Committee, 
the Louisiana Historical Committee and the Maestri 
Committee so as to erect at an early date a monu- 
ment depicting in pageant the events of 1905. 

The Maestri Committee suggested to the Society 
that the monument be a frieze, in pa- 
geant the events of 1905; the location on the neu- 
tral grounds at Claiborne and Tulane Avenue. This 
monument is to be followed by others, making 
Tulane Avenue the Medical Avenue of the City. 


showing 
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TRI-PARISH MEDICAL SOCIETY 

A meeting of the Tri-Parish Medical Society was 
held in Lake Providence on May 6, 1938 at the 
City Hall. There were present Dr. E. O. Edger- 
ton, president; Dr. Dean H. Allen, secretary; and 
Drs. G. W. Gaines, D. F. Davis, W. K. Evans, E. 
D. Butler, J. P. Davis, and William H. Hamley. 
Dr. L. C. Clark, from the staff of Vicksburg Sani- 
tarium at Vicksburg, Mississippi, was guest speaker 
and presented a paper on pneumonia, principally 
that of the lobar type. 

Dr. Hamley gave a report of the recent meeting 
of the Louisiana State Medical Society at New 
Orleans. 

The next meeting of the Tri-Parish Society will 
be held on June 7 at Tallulah. 


WASHINGTON PARISH MEDICAL SOCIETY 

The following speakers have appeared before the 
Washington Parish Medical Society during the 
early part of this year: Dr. Willard Wirth, of 
New Orleans, who spoke on “Diagnosis and Treat- 
ment of Congestive Heart Failure”; Dr. Sydney 
Jacobs, of New Orleans, who spoke on “Practical 
Aspects of Pneumothorax in Tuberculosis’; and 
Dr. Adolph Jacobs, of New Orleans, who spoke on 
“Leukorrhea.” 

ASSUMPTION PARISH MEDICAL SOCIETY 

OFFICERS 

1938 

President: Dr, H. C. Dansereau, Labadieville. 

Vice-President: Dr. W. W. Pugh, Napoleonville. 

Secretary-Treasurer: Dr. P. M. Payne, Napo- 
leonville. 

Delegate: Dr. C. S. Roger, Napoleonville. 


INTERNATIONAL COURSE IN MALARIOLOGY 

The Istituto di Malariologia Ettore Marchiafava 
(Superior School of Malariology “Ettore Marchia- 
fava”) of Rome is again offering the International 
Course which has attained so much success in the 
past years. 

The course is open exclusively to postgraduate 
physicians, and will be held from July 18 to Sep- 
tember 17, 1938. Laboratory work and visits and 
residence in experimental stations ahd in a center 
of induced malaria will be included in the course. 
Excursions to reclaimed lands will also be part of 
the course. 

The Istituto di Malariologia Ettore Marchiafava 
(Politecnico Umberto I, Roma, Italy) will furnish, 
upon request, any desired additional information, 
or, if preferred, this office will gladly secure same 
for the interested parties. 

G. G. Chiavari, 
Royal Consul of Italy, 
4630 Saint Charles Avenue. 
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SOCIETY OF GASTROENTEROLOGY 


One of the major activities of the recent Louis- 
iana State Medical Convention was the dinner of 
the Louisiana Society for the Advancement of 
Gastroenterology at the Patio Royal, attended by 
the members, their wives and guests, and honored 
by Dr. Joe Felsen of New York, as guest speaker, 
who was introduced by the president of the local 
chapter, Dr. A. L. Levin. 

Dr. Felsen reviewed his experience in Paris last 
summer while attending the meeting of the Inter- 
national Society of Gastroenterology. He _ ex- 
pressed considerable pleasure in finding that 
medicine recognizes no racial frontiers, no preju- 
dices, and that international good will was plainly 
evident though political restlessness existed on the 
continent. He stressed further that the profes- 
sion in Europe is exceptionally well trained in 
its respective subjects, but is lacking in the 
scientific equipment we enjoy in this country 
where our endowed institutions are privileged to 
have the best available. 


TUBERCULOSIS AND PUBLIC HEALTH ASSO- 
CIATION OF LOUISIANA 


Four authorities on tuberculosis do the talking 
in the National Tuberculosis Association’s new 
medical film, “Diagnostic Procedure in Tubercu- 
losis,” which will be released early in the sum- 
mer. The film, which lasts twenty-five minutes, 
will be shown by local tuberculosis associations 
throughout the United States before medical and 
health groups. It is the first movie of its kind in 
sound produced by the National Tuberculosis As- 
sociation. 

The doctors who participate in the film are Dr. 
Kendall Emerson, Managing Director of the Na- 
tional Tuberculosis Association, New York; Dr. 
Ralph S. Muckenfuss, Director of the Bureau of 
Laboratories of the New York City Department of 
Health; Dr. Esmond R. Long, Director of the 
Henry Phipps Institute, Philadelphia; and Dr. Ed- 
gar Mayer, Assistant Professor of Medicine, Cor- 
nell College, New York. 

Dr. Emerson is the narrator and in his introduc- 
tory remarks says, “In the front line of the fight 
against tuberculosis is the general practitioner. 
He sees the patient first and upon his skill and 
judgment depends the patient’s future. The 
greatest service he can render is to make the 
diagnosis correctly and without delay. There are 
certain diagnostic procedures every general prac- 
titioner is capable of carrying out.” 

Dr. Muckenfuss demonstrates a simple technic 
of sputum examination. The making and reading 
of the tuberculin test is explained by Dr. Long. 
Dr. Mayer explains the roentgen ray as a means 
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of diagnosing tuberculosis and the fundamental 
facts of roentgen ray interpretation. 


NEWS ITEMS 


On Wednesday, May 25, Dr. Isidore Cohn, Pro- 
fessor of Surgery and Associate Director of the 
Department in the Graduate School of Medicine 
of the Louisiana State University Medical Center, 
spoke at a meeting of the Association of Surgeons 
of the Southern Railway System. The subject of 
Dr. Cohn’s address was “Controversial Ques- 
tions in the Management of Fractures.” The meet- 
ing of the Southern Railway Surgeons was held 
in New Orleans on May 24-26. 





The oral, clinical, and pathological examina- 
tions for Group A and Group B applicants to the 
American Board of Obstefrics and Gynecology will 
be held in San Francisco, California, on Monday 
and Tuesday, June 13 and 14, 1938. 


The third annual convention of the National 
Society for the Advancement of Gastroenterology 
will be held on June 1 and 2 at the Squibb Hall, 
Squibb Building, 745 Fifth Avenue, New York City. 
A very interesting program is assured. 





The Michael Reese Hospital, Chicago, offers a 
graduate course in electrocardiography by Dr. 
Louis N. Katz from August 22 to September 3, 
1938, inclusive. 


Dr. Isidore Cohn, Professor of Surgery and As- 
sociate Director of the Department in the Gradu- 
ate School of Medicine of the Louisiana State Uni- 
versity Medical Center, gave the address this 
year at the Graduation Exercises of the Touro In- 
firmary Nurses on May 7. 


The twenty-third annual meeting of the Ameri- 
ean Association of Industrial Physicians and Sur- 
geons will be held at the Palmer House, Chicago, 
June 6-9. 


INFECTIOUS DISEASES IN LOUISIANA 


Dr. J. A. O’Hara, epidemiologist for the State 
of Louisiana, has furnished us with the weekly 
morbidity reports for the state, which contain 
the following summarized information: For the 
week ending April 16, there were reported the 
following diseases in double figures: 260 cases 
of syphilis, 35 of pulmonary tuberculosis, 32 of 
pneumonia, 18 of gonorrhea, 17 of cancer, and 15 
each of chickenpox and measles. Of the unusual 
diseases, one case of poliomyelitis arose in Lin- 
coln Parish. Six cases of typhoid fever were 
listed, three coming from Jefferson, two from 
Morehouse and one from Claiborne. Syphilis 
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again was reported in very large figure, in the 
week ending April 23, 306 cases appearing on the 
records of the Bureau of Epidemiology. There 
was an increase in the number of cases of whoop 
ing cough, 34 appearing as compared with nine 
the week before. There were also listed 28 ceses 
of pneumonia, 25 of pulmonary tuberculosis, i6 of 
typhoid fever, 15 each of gonorrhea and measles, 
14 of cancer, 13 of hookworm and 12 each of 
chickenpox and malaria. The typhoid fever cases 
were reported from all over the state; not a single 
parish had more than two cases. 
cerebrospinal meningitis were 
Caddo and one from Orleans. 
four cases of tularemia; Lafayette one case of 
typhus fever. For the seventeenth week of the 
year, ending April 30, there were more cases of 
syphilis listed than all other reported diseases 
combined, there being 353 such reports. Syphilis 
was followed in turn by pneumonia with 34 cases, 
gonorrhea with 32, pulmonary tuberculosis with 
27, cancer with 24, measles with 17, typhoid fever 
with 15, diphtheria with 12 and influenza with 11. 
Of the 15 cases of typhoid fever reported, six 
were from Orleans, three from St. Charles and 
not more than one case from any one parish else- 
where. However, it must be remembered that the 
six cases reported from Orleans were imported 
and two had been previously reported. One case 
of smallpox was reported from Orleans, and one 
case of poliomyelitis from Assumption. For the 
week ending May 7, 381 cases of syphilis were 
listed. There was a big jump in the incidence of 
measles with 75 cases reported, followed in order 
of frequency by 58 cases of gonorrhea, 42 of pul- 
monary tuberculosis, 33 of pneumonia, 25 of can- 
cer, 11 of diphtheria and 10 of malaria. The nine- 
teenth week of the year, coming to a close on 
May 14, was characterized by the small number 
of cases of reported syphilis, there being 210 
such instances. Other diseases in double figures 
were 45 cases of pulmonary tuberculosis, 44 of 
whooping cough, 27 of cancer, 20 of pneumonia, 16 
of gonorrhea, 15 of malaria, 13 each of measles 
and scarlet fever, and 12 of pellagra. Only nine 
cases of typhoid fever were reported this week, 
with Calcasieu and Rapides reporting two each. 
Tularemia was observed in Ascension Parish and 
cerebrospinal meningitis, one instance in each of 
these two parishes, Orleans and Vermilion. 


Two cases of 
reported from 
Caddo also reported 


HEALTH OF NEW ORLEANS 


The Department of Commerce, Bureau of the 
Census, reports that for the week ending April 
16, there were surprisingly few deaths in the 
City of New Orleans, 122 this particular week as 
contrasted with 179 the week before. Of these, 
75 were in the white population and 47 in the 
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colored. Infant mortality was only 11 this week. 
One week later, there was an increase of 10 in 
the number of deaths and all of the increase was 
in the colored race. There were nine deaths in 
the. children. Figures for the people dying in 
New Orleans in the last week of April are all 
static. For the week ending April 30, 131 deaths 
were listed, practically the same as the week be- 
fore, and with 70 of these deaths occurring in the 
white and 61 in colored people. There was a 
slight increase in infant deaths, this figure going 
up to 15. For the week ending May 7, again there 
was very little change. There were 136 people 
to die in this week, with a division 79 white, 57 
negro and 13 infant deaths. 





REPORT OF THE A. A. M. S. W. 


As has been done in the past, the Gulf District 
of the American Association of Medical Social 
Workers is sending you a summary of its activities 
during the year 1937-1938. 

During the year 1937-1938 the Gulf District has 
tried to find out what the various health agencies 
and public and private relief agencies consider the 
most important health lacks in the community. 
We have met with representatives of the Child 
Welfare Association, the Associated Catholic 
Charities, the City and State Departments of Public 
Welfare, the Bureau of Public Health Units, the 
State Hospital Board and the State and City Boards 
of Health. All of the various sources felt the med- 
ical lacks were the same and they are listed as 
follows: 

1. Inadequate facilities for the prevention and 
treatment of tuberculosis. This included lack of 
sanitoria beds, preventoria, relief to tuberculous 
patients in their own homes and applied to both 
adults and children, white and colored, particu- 
larly colored. 

2. Inadequate facilities for the prevention and 
treatment of venereal diseases. This also applied 
to both children and adults, white and colored. 
Lack of adequate dental care. 

Lack of adequate visiting nurses. 
Inadequate facilities for free medicine. 
Lack of visiting doctors. 

Absence of boarding homes or institutional 
care outside of Orleans Parish for the chronically 
ill. 

8. Overcrowding in institution for feebleminded 
necessitating extended delays in admission. 

9. Inadequate institutionalization or foster home 
care for children with chronic diseases. 

10. Lack of convalescent care outside of Orleans 
Parish. 

11. Lack of adequate legislative measures in 
the control of communicable diseases. 


NO oP 
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The Central Council of Social Agencies has rein- 
stated the Committee on Health and a summary 
of our findings has been sent the Council for sub- 
mission to the Committee on Health. We are 
hoping that through the Council some of these 
health lacks in the community can be obliterated. 

Louise Meyer, Chairman. 


Dr. Isidore Brickman, appeinted only a few 
months ago as Superintendent of the State Colony 
and Training School at Pineville, died suddenly 
Sunday, May 15, 1938. The death of Dr. Brickman 
will be a great shock to his many friends and 
particularly to those who noted his vigorous 
activity when the Mid-State Hospital was dedicated 
a few months ago. A graduate of Tulane University 
Medical School, Dr. Brickman practiced for a 
short time in New Orleans, then went to Pineville 
to become a resident physician and ultimately the 
head of the institution. 


Se 
WOMAN’S AUXILIARY 
Louisiana State Medical Society 

President—Mrs. Frederick G. Ellis, Shreveport. 

President-elect—Mrs. S. M. Blackshear, New 
Orleans. 

First Vice-President—Mrs. C. A. Martin, Welsh. 

Second Vice-President—Mrs. A. G. McHenry, 
Monroe. 

Third Vice-President—Mrs. D. C. McBride, Alex- 
andria. 

Fourth Vice-President—Mrs. A. F. Hebert, New 
Orleans. 

Treasurer—Mrs. O. C. Rigby, Shreveport . 

Recording Secretary—Mrs. D. T. Milam, Monroe. 

Parliamentarian—Mrs. A. A. Herold, Shreveport. 

Corresponding Secretary—Mrs. C. B. Erickson, 
Shreveport. 

Press and Publicity—Mrs. R. T. Lucas, Shreve- 
port. 





Greetings to the members of the Woman’s Aux- 
iliary to the Louisiana State Medical Society, ana 
to those doctors’ wives whom we hope to have 
join during the year. 

Those of you who were fortunate enough to be 
in New Orleans at the state convention realize 
that splendid work is being done by the different 
auxiliaries, and that many pleasant friendships 
have developed from the contacts produced by 
them. What could be nicer than work of the kind 
we love, and life friendships made? 

I am looking forward to meeting all of you some 
time through the year, since the finance committee 
in the budget has given me a chance to make 
each auxiliary a visit. 

During the coming year, may I bespeak your 
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extended interest and hearty support in this or- 
ganization we have come to love. 
Yours sincerely, 
Edna Ellis, President. 
(Mrs. Frederick G. Ellis) 


JEFFERSON DAVIS PARISH 

The Woman’s Auxiliary to the Jefferson Davis 
Parish Medical Society met at the home of Mrs. 
C. A. Martin, on May 10. A report of the conven- 
tion held in New Orleans was given by the dele- 
gate, Mrs. John M. Whitney. 

Parish officers were named for the Women’s 
Field Army of American Society on Cancer Con- 
trol. 

There was a general discussion of the moving 
picture “The Birth of a Baby.” 

The program consisted of a review of A. J. 
Cronin’s book, “The Citadel,” and a humorous read- 
ing “On Being Clinicked,” by Alice Hegan Rice, 
followed by a piano solo. 

The auxiliary will not convene during the sum- 
mer months, but will resume meetings on October 
11. 

Mrs. John M. Whitney, 
Publicity Chairman. 
CADDO PARISH 

The Woman’s Auxiliary to the Shreveport Med- 
ical society held its annual meeting Wednesday 
afternoon in the home of Mrs. J. A. Hendrick. 

Mrs. T. M. Oxford, Chairman of the Committee 
on Public Relations, presented to Mrs. Rew a silver 
mounted gavel with the following inscription: 
“Presented to Mrs. Charles E. Rew by the Parlia- 
mentary Law Class, Woman’s Auxiliary to the 
Shreveport Medical Society, 1938.” Mrs. Rew was 
later installed as president, succeeding Mrs. John 
T. Crebbin. 

The following officers were elected for next 
year: president-elect, Mrs. C. P. Rutledge; first 
vice-president, Mrs. T. E. Strain; second vice- 
president, Mrs. E. C. Simonton; recording secre- 
tary, Mrs. D. R. McIntyre; corresponding secre- 
tary, Mrs. P. W. Winder; and treasurer, Mrs. C. 
R. Mays. 

In the garden, following the business meeting, 
Mrs. F. G. Ellis dispensed punch from a flower- 
decked’ table. 

Mrs. John L. Scales, 
Publicity Chairman. 


PRESIDENT’S ANNUAL REPORT 
1937-1938 
As your president, it affords me great happiness 
to give this report of splendid endeavors and 
achievements of the parish auxiliaries, which is 
evident proof of the keen interest and loyal coop- 
eration manifested by each member. 
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I am deeply grateful to the officers and members 
of the Executive Board who have given so gen- 
erously of their time and guidance, and whose 
sincere friendship and advice have helped so gen- 
uinely to dispel whatever dark clouds hovered 
across the horizon from time to time. Although 
it was not my pleasure to have personal contact 
with all of you, I am especially indebted to the 
corresponding secretary, Mrs. Aynaud F. Hebert; 
Mrs. Cassius L. Peacock, treasurer; the organiza- 
tion chairman, Mrs. C. Grenes Cole; Mrs. Lucian 
W. Alexander, chairman of press and publicity, 
and Mrs. S. Chaille Jamison, chairman of archives, 
for the encouragement and enthusiasm the many 
happy hours of close association with them this 
past year of auxiliary work have given me. 


We were fortunate indeed in having an Advi- 
sory Committee with Dr. J. Q. Graves of Monroe 
as chairman, who assisted us very materially in 
the many questions that confronted us, and to 
whom I extend my sincere thanks. ‘ 

At the beginning of our year, letters were sent 
to the president of every parish medical society 
in whose parish there was no auxiliary, also to 
the councilors of the eight congressional districts 
of the state society, asking their permission and 
assistance in the organization of an auxiliary in 
their parishes. Through the untiring, incessant 
efforts organization chairman, Mrs. C. 
Grenes Cole, and the excellent cooperation of our 
councilors, the result of these letters is the addi- 
tion to our group of six new auxiliaries, the largest 
number to be procured at any one time since our 
inception. To them I extend a hearty welcome into 
our organization. 

These auxiliaries are as follows: Terrebonne, 
St. Mary, St. Tammany, Washington, Rapides, and 
Iberville. 

This makes a total of twelve in the state, with 
a membership of 510, an increase over last year 
of 108 members; of this number 8 are members- 
at-large. This splendid accomplishment not only 
gives us a larger body of interested and active 
doctors’ wives, but adds greater strength to the 
aims and purposes of organized medicine, thereby 
affording better health education to the layman. 

Thirty-three doctors’ wives were invited to join 
as members-at-large, and letters were written 
former members of both Morehouse and Webster 
parishes endeavoring to reorganize these auxili- 
aries, but without results. 

Copies of the “National Handbook for State 
Auxiliaries,” and a copy of our State and National 
Constitution and By-Laws; projects of the state 
for the ensuing year, and names of National, 
Southern and Parish Auxiliary Executive Boards 
were sent each member of our State Executive 
Board (which includes all parish presidents), early 
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in the year, so that she could familiarize herself 
with the procedure of both the National and State 
organizations; and each parish was sent, with the 
compliments of the state auxiliary, the four issues 
of the A. M. A. Auxiliary news letter. 

Our stationery this year, carried the names of 
all officers, councilors and standing chairman, 
facilitating correspondence for the parish auxili- 
aries. The receipt books which we have formerly 
used, will be discontinued in the future, by per- 
mission of the national treasurer, and this saving 
will add materially to our funds. 

Due to the depleted status of our treasury, 
brought about by the exceptionally heavy expenses 
incurred, which however, the Executive Committee 
felt was for posterity of the organization, it was 
thought best to postpone the printing of the Year 
Book until a later date. It was also for this reason 
that my proposed official visit to each parish 
auxiliary was abandoned. I regret sincerely that 
I did not have the opportunity of meeting each 
of you personally and having the pleasure of 
knowing you better, but I feel that my contacts 
with you through correspondence, and articles in 
the Journal from time to time, compensated in 
some measure for this. 

Since all of the annual reports speak for them- 
selves, I will touch but briefly upon the high- 
lights. 

In the remaining unorganized parishes of the 
state, the councilors report efforts being made to 
contact the interested doctors’ wives with the hope 
of their becoming auxiliary-minded and ultimately 
organizing these parishes. 

The steel filing cabinet that has been purchased 
by the archives chairman in which to preserve 
the records of our organization, is in the base- 
ment of the Hutchinson Memorial Building, the 
same building that houses the offices of the 
Louisiana State Medical Society. Mrs. Jamison has 
filed to date, all data of the past seven years that 
she has been able to procure. 

Doctors’ Day was observed by the majority of 
the parishes in diverse manners; local radio sta- 
tions and newspapers joined in giving this well- 
deserved movement widespread publicity. Bouton- 
nieres were sent to the doctors by one parish 
auxiliary; another gave a barbecue supper; another 
a spaghetti supper; still another remembered their 
doctors who were ill with cards, flowers and books, 
and another invited their doctors to drop all their 
duties and have coffee with their wives, in a very 
unique manner. The Orleans Parish Auxiliary did 
not observe Doctors’ Day this year due to the 
closeness of dates of the annual installation of 
parish society officers; the Graduate Medical As- 
sembly and the State Convention dates. However, 
telegraphic messages were sent both the parish 
and state societies by this auxiliary. The state 





auxiliary sent Dr. Horton, President of the Loui- 
siana State Medical Society, a letter extending 
greetings of the auxiliary to all doctors for Doctors’ 
Day. 

Clippings and news items of all auxiliary activi- 
ties have been collected by the historian and 
mounted in the History Book, and this year marks 
the inception of a state emblem, showing half of 
the caduceus with the magnolia, our state flower, 
date of organization and our name. This emblem 
will be used on all official documents, programs 
and printing matter. 

Up to date, the proferred services of the Legis- 
lation Committee have not been needed, but they 
have stood ready to render whatever assistance 
to the State Society that was deemed necessary. 

Thirty-seven dollars ($37.00) was subscribed to 
the Indigent Physicians’ Fund, and a large number 
of individual subscriptions were procured from 
the membership for the Women’s Field Army for 
the Control of Cancer. 

Our membership has been kept advised of all 
activities through the medium of our state medical 
journal, “New Orleans Medical and Surgical Jour- 
nal,” and also the “Tri-State Medical Journal,” 
thereby publicizing auxiliary news throughout four 
states; namely, Louisiana, Mississippi, Arkansas 
and Texas. I take this opportunity to thank most 
heartily, Doctor John H. Musser, Editor-in-Chief, 
and Dr. Paul T. Talbot, General Manager of the 
New Orleans Journal, for their generosity in allo- 
cating as much space each month as needed, and 
also Mr. F. A. Richards of the Tri-State Journal. 
Due to the illness of our Publicity Chairman, the 
proposed December and March news letters, which 
would have been the first of their kind in Louis- 
jana were abandoned. This means of bringing be- 
fore the membership monthly news of sister auxil- 
iaries, I feel will stimulate keen interest, and I 
hope this endeavor will be carried on this coming 
year. 

A census taken by the Public Relations Chair- 
man reveals an overwhelming number of members 
holding memberships and offices in other organized 
clubs, and who, by so doing, strengthen and up- 
hold the ideals upon which we are founded, and 
cement the friendliness and understanding between 
the lay public and the profession. 

The state projects for the year as follows, have 
all been sponsored by the auxiliaries wherever 
feasible: 

Organization 

Health education 
Anti-tuberculosis campaign 
Anti-cancer campaign in conjunction 

with the Women’s Field Army 

Periodic health examinations 
Summer-round-up of school children 
Hygeia 
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Safety driving 

Indigent Physicians’ Fund 

Collection of used clothing and medical 
samples 

A. M. A. radio health broadcasts 

Doctors’ Day 

Jane Todd Crawford Memorial and 
Romances and Research of 
Medicine 

Hygeia has been placed in both white and negro 
schools; public institutions, libraries and public 
offices throughout the state, many of which had 
not heretofore received this magazine. Hygeia 
essays were also sponsored in both Catholic and 
Protestant schools in Calcasieu Parish with prizes 
for the best papers. 

The importance of the A. M. A. radio broadcasts 
was greatly stressed and reports are that these 
weekly health talks are eagerly looked forward to 
by not only our members, but the lay public as 
well. 

Caddo Parish is doing a very commendable phil. 
anthropic work in caring for the needs of thirteen 
children in the Pines Preventorium, sending the 
Board of Health dental trailer to the hospital to 
do the necessary dental work for these under- 
privileged children; and they also supplied the 
diphtheria toxoid for these patients. This Tuber- 
culosis Committee traveled over approximately 
five hundred miles in the parishes of Caddo and 
Bossier directing the sale of Christmas seals, 70 
per cent of which amount was turned over to 
them to carry on this work. 

Orleans Parish has recently revised their con- 
stitution and by-laws, making many important 
changes. The fiscal year will now coincide with 
that of the parish society; dues have been raised 
to $4.00 per annum, and all committee chairman 
now become members of the Executive Board. 
This auxiliary has also conducted classes in public 
speaking and parliamentary procedure, as have 
other auxiliaries in the state, for their members, 
and which were always well attended. The collec- 
tion of medical samples and used clothing, and 
periodic health examinations continue to be major 
projects of this parish. Of worthy note, is the 
inauguration of a Fund for Indigent Widows of 
Doctors; not only the widows of members of the 
Orleans Parish Medical Society, but of all doctors 
in the community. This auxiliary has enjoyed a 
banner year so far in membership, with the addi- 
tion of fifty new names to their roster. 

Interest in Hygeia is prevalent in Ouachita 
Parish, a gain of eleven new subscriptions over 
last year having been obtained. More than half 
the membership of this auxiliary belong to, and 
hold office in other organizations, thereby render- 
ing an important service to their city. An annual 
event of this group is an entertainment of some 
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kind for the graduating class of nurses at Saint 
Francis Sanitarium. A permanent memorial to 
the memory of two of their charter members who 
have answered the call is now under way. 

Tri-Parish assisted in the summer-round-up of 
school children, and sponsored, with the help of 
their local Public Health Unit and American Le- 
gion, an eye clinic for thirty children in these 
combined parishes. 

A tuberculosis cottage was partly furnished by 
the Terrebonne Auxiliary, and magazines and old 
linens sent to the Welfare for distribution to the 
sick. Plans are now in progress to cooperate with 
the Committee for the Welfare of Crippled Chil- 
dren in this parish. 

At Thanksgiving and Christmas time, baskets 
of food, toys and clothing are distributed by many 
of the auxiliaries to poor families in their locality. 
The sale of tuberculosis Christmas seals, assisting 
local Red Cross Chapters, Junior League, Girl 
Scouts, Y. W. C. A., and other local philanthropic 
projects, governed by the needs of the community, 
are sponsored by all of the parishes. 

Iberville Parish, the latest to join our ranks, is 
supporting a movement for a new hospital, and 
is very hopeful of the outlook. 

While the newer auxiliaries have not as yet had 
the opportunity to enjoy such full programs as 
the larger groups, most all of them did celebrate 
Doctors’ Day, and I feel sure that the future holds 
prospects of auxiliary happiness and activity for 
them. 

I reluctantly report to you here, that interest 
in the Homer Auxiliary in Claiborne Parish has 
evidently waned considerably. Despite the fact 
that personal letters were written every member 
of this group, and many letters to the officers, 
replies were received from only two ladies, Mrs. 
E. B. Middleton and Mrs. E. A. Campbell, both 
of which were very discouraging. In view of the 
fact that I have been unable to ascertain why 
these ladies have not had one meeting this past 
year, and the reason this auxiliary has not been 
active, it is evident that they have disbanded, which 
is a very regrettable fact indeed. 

For the most part, auxiliary meetings are well 
attended, some having luncheon meetings, others 
following their business sessions with a varied 
program of entertainment and a tea, with each 
member having the opportunity to serve as a co- 
hostess during the year. A feeling of warm friend- 
ship and unity of thought prevails among the 
parishes. Ideas are exchanged and suggestions 
offered which prove beneficial to each other. In 
the districts where auxiliaries are not very far 
apart, and too much time is not consumed in 
traveling, presidents visit with each other at 
monthly meetings and occasionally, the entire 
membership also, and plans and problems dis- 
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cussed to their mutual interest. Dues in the aux- 
iliaries range from $1.50 to $4.00 per annum. 

The foregoing resume of excellent accomplish- 
ments is indeed gratifying, and definite evidence 
that the auxiliary to the medical profession has 
earned for itself an enviable and permanent place 
in the welfare of its community, and has also 
proved its worth to the doctor by being ever 
mindful of the ideals for which we stand—health 
education and unity and harmony among doctor’s 
families. 

In November, during the Southern Medical 
Association Convention in New Orleans, it was 
my good fortune to meet our very charming Na- 
tional president, Mrs. Augustus S. Kech, and to 
again resume acquaintance with Mrs. Frank N. 
Haggard, southern president, whom I met in 
Monroe last year. The delightful and inspiring 
hours I spent with these ladies afforded me a 
keener insight into the meaning of “Woman's 
Auxiliary,” its aspirations and attainments. 

A debt of deep gratitude is due the Orleans 
Parish Auxiliary, our hostesses for this conven- 
tion, for their consideration in not using the fifty 
dollars for entertainment purposes, which amount 
was allocated at a previous state meeting. This 
action was decided upon, cognizant of the status 
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of our treasury at the present time. Only inci- 
dental items, if any, will be incurred by the state. 


To have served you as your president has been 
an honor and a privilege, and a memory that I 
shall always be happy to recall, for I feel that 
fate was kind indeed, in giving me the oppor- 
tunity to work with and enjoy the friendship of 
sO many charming doctors’ wives whom I have 
come to know and love during this past year. It 
is my fond hope that these contacts will material- 
ize into years of everlasting friendliness and de- 
votion. 


In parting, dear members, I extend to each of 
you my love and good wishes for health and 
happiness, and hope that you will continue to 
enjoy years of great auxiliary activity and inter- 
est, and bask in the sunshine of fruitful achieve- 
ments. 

For my successor in office, I bespeak a most 
successful regime, and trust that the same loyal, 
staunch support you have accorded me, for which 
I thank you most heartily, will bring as much 
happiness and pleasure to her as it has brought 
to me. 

Alma W. Feldner, President 
(Mrs. George D. Feldner) 
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Mental Therapy: Studies in Fifty Cases: By Louis 
S. London, M. D. New York, Covici-Friede, 
1937. 2 vols. Price $12.50. 


The author presents a review of 50 cases from 
his own experiences dealing with many varieties 
of personality disorders and mental disease. He 
emphasizes his own method of treatment which is 
a combination of the cycle analytic and intuitive 
as sponsored by Steckel. A psychiatrist may read 
these with interest but on completing them will 
have found little of specific value. The general 
practitioner would find it unsuitable for his needs. 
It’s chief attraction lies in the attempt actually 
to record 50 cases treated by this method. 

L. A. GoLpen, M. D. 


Surgical Diseases of the Mouth and Jaw: By Earl 
Calvin Padgett, B. S, M. D. F. A. C. S. 
Philadelphia and London, W. B. Saunders 
Company, 1938. Pp. 807. Price $10.00. 

Padgett’s “Surgical Diseases of the Mouth and 

Jaws” is a comprehensive and readable volume of 

approximately 807 pages with 334 illustrations. 

This volume fills a definite need in that it brings 

up to date the fundamentals of surgery and treat- 

ment of the diseases of the mouth and jaw. Two 
notable additions are seen in the chapter on speech 
training and the section dealing with diagnosis, 
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care and management of neoplasms and malignant 
neoplasms. The bibliography is not too large. The 
index is sufficiently inclusive to be of value in 
ready reference. 

NEAL OWENS, M. D. 


Fractures and Dislocations for Practitioners: By 
Edwin O. Geckler, M. D. Baltimore, William 
Wood and Company, 1937. Pp. 252. Price $4.00. 

This small book has been compiled for the use 
of the general practitioner and the medical stu- 
dent, supplemental to the more detailed texts on 

the subject. The book well meets the need of im- 

mediate or emergency treatment in this field, where 

time does not permit a complete review of the in- 
dividual problems in the more extensive works. 

The book is divided into two parts. Part one 

deals with methods of reduction and immobiliza- 

tion, and the general treatment of fractures as 
used today. Part two takes up methods of reduc- 
ing and maintaining dislocations. Various meth- 
ods in the preparation and use of plaster bandages 
and splints are taken up. The methods of open 
reduction and the methods of operative fixation 
in femoral neck fractures are mentioned, but pur- 
posely not described. In so far as it is practicable 
the author has eliminated the use of elaborate and 
expensive equipment in the methods here set 
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forth. A very complete reference list accompanies 
each chapter also. The book covers its field in 
the manner intended by its author, and should be 
worth its cost to those for whom it is intended. 


O. J. Hartic, M. D. 


Operative Obstetrics: By J. M. Munro Kerr, LL. 
D., M. D., F. C. O. G. 4th ed. Baltimore, 
William Wood, 1937. Pp. 847. Price $12.00. 


This is a fourth edition written by a master ob- 
stetrician. With a wealth of practical experience 
extending over many years, he sets forth his own 
statistics and ideas comparing them with other 
clinics. This volume is devoted to every conceiv- 
able form of operative obstetrics and includes a 
chapter on analgesia and anesthesia, ectopic preg- 
nancy, and fetal injury. 

Dystocia is discussed from many angles and con- 
sumes seventeen of the thirty-seven chapters; the 
management of each form is given. The explana- 
tion of every maneuver is detailed and there is a 
minimum of theory. 


The introductory division of the book seems ele- 
mentary on first glance but definitely adds to the 
thoroughness of this work. The bibliography is in 
the footnotes of each page and aids in the ease of 
reference. 


The illustrations are well depicted but there are 
too few for such a text. Perhaps the author al- 
lowed for this in his excellent verbal portrayals. 
The frequent use of the personal pronoun enhances 
the charm of the writer’s style. 


M. Lyon StapieM, M. D. 


Obstetric and Gynecologic Nursing: By Frederick 
H. Falls, M. S., M. D., F. A. C. S. and Jane R. 
McLaughlin, B. A., R. N. St. Louis, C. V. 
Mosby, 1937. Pp. 492. Price $3.00. 


This is a compact volume of 492 pages covering 
the more important subjects in gynecology and ob- 
stetrics. The physiology, pathology, signs and 
symptoms, treatment and nursing care of gyneco- 
logic and obstetric cases are discussed in a simple 
and forceful manner. An excellent glossary com- 
pletes the volume. 


In the foreword the idea is presented that nurses 
today should know more about care of the patient 
and operating room procedure. Perhaps this is 
true, but the reviewer believes that, in this volume, 
the pendulum is. carried too far in this direction 
and that the subject matter is too deep and too 
voluminous for the average student nurse to digest 
in a short period of time. It is, however, a good 
volume for reference work or for the graduate 
nurse to read. 

C. G. Coittrns, M. D. 
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Pediatric Urology: By Meredith F. Campbell, 
M. S., M. D., F. A. C. S. New York. The Mac- 
millan Co., 1937. 2 Vol. Price $15.00. 

Although this is the first and only publication 
dealing solely with urologic conditions of infancy 
and childhood, the author needs no introduction to 
those who read the current medical journals per- 
taining to urology and kindred conditions. The 
text is of inestimable value to the pediatrican and 
general practitioner as well as the urologist. AS 
the author so aptly states, “pediatric urology is 
in its diaper age and as yet comparatively few 
physicians are experienced in it.” The first chap- 
ter is opened by quoting Holt, “It is not so much 
that diseases in early life are peculiar as that the 
patients themselves are peculiar.” 

Systemic correlationship should always be a 
frank consideration in urologic study and, vice 
versa, the ability to correlate referred pains with 
urologic involvement is forcibly stressed by the 
author just as is a gastrointestinal upset as an 
overshadowing symptom, “because of difficulty, in- 
vestigative short cuts should not be tempting.” 

The author stresses the importance of a com- 
plete, thorough history taking and physical ex- 
amination, the manner of which he describes in 
detail, putting emphasis on the manner in which 
urines should be collected and the necessity of 
other laboratory work including blood chemistry 
and radiography which should often include cysto- 
graphy with abstinence of general anesthesia in 
retrograde pyelography. 

The many anomalies of the urinary tract and 
their sequelae, due to delayed diagnosis, are de- 
scribed, stress being placed upon the most com- 
mon: namely, phimosis, stenosis of the preputial 
meatus and the external urethral meatus, con- 
genital urethral stricture of the male and female, 
posterior urethral valvular formation and hyper- 
trophy of the verumontanum in the male. 

Urinary infections are given the same detailed 
consideration going into the incidence, etiology 
and the relative order of the frequency of focal 
infections. A complete urologic examination of 
every case that has a persistent pyuria after thirty 
days medication is mandatory. He states that the 
incidence of chronic renal tuberculosis in chronic 
pyuria is 1:60. 

The first chapter of volume two, written by Dr. 
John D. Lyttle, deals solely with Bright’s disease. 
The remainder of this volume deals with genital 
diseases, urogenital injuries, calculus disease, tu- 
mors, neuromuscular disease, and urosurgery in 
the same detailed manner as were the subjects in 
volume one. The great necessity for the conserva- 
tion of blood in infant surgery is forcibly stressed. 

The author is entitled to the highest commen- 
dation for the concise, descriptive presentation of 
the text and the complete bibliographies attached 
to each chapter covering the medical literature as 
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completely as his personal experiences, 
12,080 autopies on infants and children. 


Monroe Wo tr. M. D. 
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Diseases of the Nervous System in Infancy, Child- 
hood, and Adolescence: By Frank R. Ford, M. 
D. Springfield, C. C. Thomas, 1937. Pp. 953. 
Price $8.50. 


Dr. Ford’s book should meet with favor from 
neurologist and pediatrician alike. He covers a 
difficult field exhaustively, yet with clarity. His 
illustrations are well chosen. The list of references 
adequately covers the needs of those for whom the 
book is intended. Due attention has been given 
to recent work in the various fields of heredity, 
embryology, neurophysiology and neuropathology. 
Case histories are given to emphasize the clinical 
picture in many instances and are definitely help- 
ful. 

L. A. Gotpen, M. D. 





The Physician’s Business: By George D. Wolf, M. 
D. Philadelphia and New York, J. B. Lippin- 
cott, 1938. Pp. 384. Price $5.00. 

“The Physician’s Business” is a volume of four- 
teen chapters written in a simple, straightforward 
manner. It deals with the physician’s welfare 
from the internship phase to the current trends 
in medicine. Each aspect is thorough and up-to- 
date. Many of the pitfalls that face the young 
man who is starting the practice of medicine are 
enumerated and methods are suggested to avoid 
these snares. For the physician who has been in 
practice there is a wealth of hints and recom- 
mendations. 

The problem of location and the planning and 
equipping of an office are discussed with extreme 
thoroughness. The subjects of fees, professional 
contracts, office personnel, technics, insurance and 
even income tax are recorded in an authentic 
fashion. Each topic is so well handled that to 
elaborate on any theme would be a recapitulation 
of the text. 

Every physician is urged to read this volume. 
Its acquisition would be an asset. 


M. Lyon Srapiem, M. D. 
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Heart Failure: By Arthur M. Fishberg, 
Philadelphia, Lea & Febiger, 1937. 
Price $8.50. 


Heart failure is of such paramount importance 
to the clinician that when a monograph devoted to 
its consideration appears it is with mingled feel- 
ings of happiness and fear that he undertakes to 
review its pages. There is a crying need for an 
author who is able to present a well balanced book, 
one that is adequate both from the viewpoint of 
the laboratory and the clinic. That Dr. Fishberg 
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has been eminently successful must be the con- 
clusion that one reaches as he reads the book, and 
the fear of just one more publication is dissipated 
in the happiness of the “fait accompli” of a splen- 
did and comprehensive study of heart failure. 

The author, in the first portion of the book, 
deals with the broad concepts underlying failure 
of the circulation and the cardinal circulation 
syndromes. He then states the methods for mea- 
surement of the several fundamental circulatory 
variables in health and disease and notes their role 
in the development of circulatory failure. The 
extremely important subject of the diminution of 
the volume of actively circulating blood, resulting 
in decreased cardiac output with resultant failure, 
is done with clarity and precision, and the older 
theory of impairment of the motor organs of the 
circulation is shown to be incorrect. 

The tremendous strides forward in the under- 
standing of the dynamics of the circulation in 
health and disease is fully and ably treated. The 
separation of the, two vital syndromes of cardiac 
and peripheral circulatory failure are more than 
sufficient justification for the book. 

Heart and peripheral circulatory failure, result- 
ing from various diseases of the heart, the lungs, 
and following in the wake of acute infectious di- 
seases, is detailed and the all important differ- 
ences in treatment that are essential to success in 
caring for the patient are rationally explained and 
elaborated. 

A splendid set of references is appended to each 
chapter and a very good table of contents and in- 
dex make it possible quickly to obtain any desired 
data. 

I. L. Ropsrns, M. D. 





Dr. Bodo Otto: By James E. Gibson. Baltimore, 
Charles C. Thomas, 1937. Pp. 345. Price $4.00. 
A delightful book of interest to the historically 
minded. This book would well repay the physi- 
cian who, in his spare time and moments of 
leisure, prefers to read something other than cur- 
rent magazine literature and would like to know 
something about the medical profession in Revo- 
lutionary days. It would be a stimulus to any one, 
physician or laity, to read about the medical ex- 
periences of the Continental Army at Valley Forge 
which is brought in as part of the life of this 
very real physician, Dr. Bodo Otto. 


J. H. Musser, M. D. 





Manual of Clinical and Laboratory Technic: By 
H. B. Weiss, A. B., M. D., F. A. C. P., and 
Raphael Isaacs, A. M., M. D., F. A. C. P. Phila- 
delphia, W. B. Saunders Co., 1937. Pp. 141. 
Price $1.50. 

This little manual gives ready access to the gross 
details of the most common laboratory tests. It 
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is of further value because of the addition of some 
of the newer tests which are not yet .easily avail- 
able. 

JOSEPH ZISKIND, M. D. 





Muir’s Bacteriological Atlas: Rewritten by C. C. 
vanRooyen, M. D. Baltimore, William Wood, 
1937. Pp. 90. Price $5.25. 


The object of this book is to provide illustrations 
of bacteria; this has been done faithfully by the 
author. The descriptive side has accordingly been 
shortened. It should be used by the student in 
conjunction with some standard textbook of 
bacteriology. 

JOSEPH ZISKIND, M. D. 





The Cerebrospinal Fluid: By H. Houston Merritt, 
M. D., and Frank Fremont-Smith, M. D. Phil- 
adelphia, W. B. Saunders, 1937. Pp. 333. Price 
$5.00. 

This work represents an honest effort to corre- 
late recognized and well tried tests performed 
under standard and personally observed conditions. 
One can, therefore, match with considerable ac- 
curacy a case under observation with the findings 
so liberally given in this book. The carefully con- 
trolled work, from which the facts given in this 
book are drawn, makes it of great value to the 
clinician. 

JosepH ZIsKIND, M. D. 





On Thought in Medicine: By Hermann von Helm- 
holtz, Baltimore. Johns Hopkins Press, 1938. 
Pp. 27. Price $0.75. 

“On Thought in Medicine” is a translation by 
E. Atkinson of Hermann von Helmholtz’s “Das 
Denken in der Medizin,” an address delivered 
sixty years ago. There is a short introduction by 
Arno B. Luckhardt. The publication is another 
in the series of reproductions of classic medical 
literature put out by the Johns Hopkins Press. 
It is a thin volume, very neatly and attractively 
bound. 

The author, Hermann von Helmholtz (1821-94), 
a man of universal genius, established an ever- 
lasting reputation in many departments of science 
and human thought. In this address, he discourses 
on the principles of the scientific method, pictur- 
ing the conditions, hopes and endeavors of medi- 
cine as it had existed in the past, and comparing 
this state of things with that into which medicine 
was developing at the time of the address. One 
senses readily the vast resources which were at 
his command; but one feels, possibly, as if one 
were dealing with a person a little too strong and 
dignified. Especially does the address lack that 
personal touch and attitude which charms and 
is so dear to Southern blood. For this reason, this 
is a piece of literature that will be fully appreci- 
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ated, not by the ordinary run of physicians, but 
by the historian and student of medical classics. 


Rosert S. MunNGeEr, M .D. 





Modern Dietary Treatment: By Margery Abra- 
hams, M.Sc., and Elsie M. Widdowson, Ph.D. 
Baltimore, William Wood, 1937. Pp. 328. Price 
$3.25. 


This small volume on dietary treatment may be 
considered a handy addition to the dietitian’s or 
nurse’s library; to the practitioner and specialist 
in metabolic diseases, its value is questioned. The 
outstanding feature of the book is the simplicity 
in which the subject matter is covered. 

The book is divided into three parts: The first 
deals with the principles of dietetics and food- 
stuffs; the second part embraces the different 
diseases in which dietary treatment is necessary, 
with the diets planned for the various conditions; 
the last section takes up individual diets in detail 
with a large number of recipes included. 

The tables of diets are numerous and undoubt- 
edly correct as far as constituent foodstuffs and 
calorific values are concerned. Practicability is 
lost because so many of the dishes listed are essen- 
tially of English origin and unsuited for Ameri- 
can patients. 

Another gross fault of the book is the recom- 
mendation of the amount of insulin that is neces- 
sary with the various diabetic diets. Obviously, 
no standard number of units of insulin for the 
individual diabetic can be specified without knowl- 
edge of the patient’s tolerance. The diabetic diets 
listed here are probably those copied from charts 
of different hospitalized diabetics with the amount 
of insulin necessary for stabilization. 

Oscar Buiitrz, M. D. 





Medico-legal Aspects of the Ruxton Case: By John 
Glaister, M. D., D.Sc. and James C. Brash, M. 
A. M., M. D., F.R.C.S. Edin. Baltimore, William 
Wood, 1937. Pp. 284. Price $6.00. 

Almost everyone is familiar with the Ruxton 
murder case which occurred in Lancaster, Eng- 
land, and which was solved after the finding of 
scattered human remains on September 29, 1935. 

The authors have covered most thoroughly a 
description of the dismembered parts, along with 
a detailed account of the tedious process of as- 
sorting the parts and their subsequent reconstruc: 
tion and identification. The fact that the remains 
were parts of two bodies made the task even 
more difficult, but the thoroughness of study 
leaves no doubt in the reader’s mind as to the ac- 
curateness of identification. 

Photographs superimposed upon the _ recon- 
structed heads were used instead of the complete 
plastic reconstruction, as is sometimes used. Fin- 
gerprints, likewise, were utilized in the identifica- 
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tion by a comparison with those found on glass- 
ware in the Ruxton home. Flexible casts of the 
feet were found to fit perfectly into the shoes of 
the two women. 

The identification of material found with the 
human remains as that of a Cyclops monster is 
of interest. 

This volume, which is comparatively brief when 
ecompared with the enormous amount of material 
covered, should prove especially ‘interesting to 
those dealing with medico-legal subjects of this 
nature and of special interest to the various law 
enforcement agencies which are called upon to deal 
with material of this character. 

T. H. OLrpHant, M. D. 





Maternal Deaths—The Ways to Prevention: By 
Iago Galdston, M. D. New York, Common- 
wealth Fund, 1937. Pp. 115, Price $0.75. 

This book, though rather small, deserves a great 
deal of favorable comment, since it is clear, con- 
cise, and all-inclusive. 

The author has gathered the facts collected by 
the New York Academy of Medicine in their in- 
vestigation in 1933, which was primarily to inform 
the medical profession of ways and means to re- 
duce or prevent maternal deaths. Dr. Galdston 
has published the essential points here, which are 
for the benefit of those not connected with the 
medical profession, since maternal mortality is 
due not only to medical, but also to social and 
economic factors. 

Regardless of the method of computation, the 
maternal mortality in the U. S. is exceedingly high. 
In 1932, statistics revealed that in New York City, 
65 per cent of the maternal deaths might have 
been avoided had proper care and treatment been 
earried out. He shows that, whereas lack of 
knowledge or judgment on the part of the physi- 
cian might often be a cause, more important is 
the fact that all too often the patient herself is at 
fault. 

Three major factors are involved in prevention: 

1. The obstetrical attendant: Errors in judg- 
ment will continue as long as man is fal- 
lible and decisions have to be made. Errors 
in technic can be reduced by improving 
our obstetrical education. 

2. The patient: More than one-third of all 
preventable deaths were due to some 
failure on the part of the patient to avail 
herself of those opportunities which safe- 
guard the mother during the period of 
gestation and lying-in. These patients 
may be subdivided into (a) those, who, 
through ignorance or neglect, failed to 
seek proper care early; (b) those who 
failed to cooperate with their attendant by 
neglecting or refusing to follow instruc: 
tions. 
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3. The community: This factor 


naturally 
must carry out its responsibility by pro- 
grams of education so as to dispense with 
the preceding group. Prospective mothers 
must know the dangers of neglecting to 
seek adequate prenatal care early, and 


the importance of full 
their attendant. 


cooperation with 


Prenatal care is briefly discussed, each import- 
ant point being mentioned. 

The attendant at delivery should be an ade- 
quately trained physician but, unfortunately, such 
is impossible for every case. Midwives attend ap- 
proximately 10 to 12 per cent of the births in the 
United States. Their training varies considerably. 
It is regrettable that the midwife problem is ob- 
scured by the fact that numerically few maternal 
deaths are charged to her. Apparently the mid- 
wife plays an important part in our obstetrical 
problem, and they, as a group, cannot be dis- 
pensed with. This, then, resolves itself to better 
education of the midwife. 

Hospital deliveries are safer than home deliv- 
eries, but the hospital should be one approved 
by the American College of Surgeons. 

The death rate from operative deliveries is five 
times that of spontaneous deliveries. Cesarean 
section is “done too frequently with insufficient 
indication by the unfit.” 

A word of warning is sounded against the in- 
judicious use of analgesics and anesthetics. 

The question of abortion is discussed. Approx- 
imately 681,000 abortions occur each year in the 
United States and cause the death of 8000 to 10,000 
young women. 

The final chapter considers the all-important 
question: “What Can Be Done About It?” 

An appendix is added which reveals the func- 
tions of the Cleveland Hospital Obstetric Society 
and their results. 

This book should by all means reach the atten- 
tion of every person concerned with maternal 
welfare. 

HARRY MEYER, M. D. 





Clinical Roentgen Therapy: Edited by Ernst A. 
Pohle, M. D., Ph. D., F. A. C. R., with Fore- 
word by George W. Holmes, M. D. Philadel- 
phia, Lea & Febiger, 1938, Pp. 819. Price 
$10.00. 


This volume is a companion work to “Theoreti- 
cal Principles of Roentgen Therapy” by the same 
author. Since the latter book fully covers the 
theoretical principles “Clinical Roentgen Therapy” 
is the practical application of these principles. 
Seventeen specialists of international reputation 
have contributed to make this volume complete 
and practical. 

While it is impossible to present adequate dis- 
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eussions of roentgen and radium therapy in a 
single volume, the separation of these types of 
radiation therapy is difficult. However, since the 
treatment of certain conditions requires the use 
of both radium and roentgen therapy, sufficient 
data regarding radium therapy have been included 
to complete the picture of the proper treatment. 
The outline of this work consists of the discus- 
sion of the use of roentgen therapy in the diseases 
of the systems and specialties. The last chapter, 
devoted to roentgen ray reactions and injuries, and 
the discussion of the medico-legal aspects of in- 
juries following the application of roentgen rays 
are valuable additions to the volume. The biblio- 
graphy is fairly complete and the illustrations are 
excellent. 
J. N. ANE, M. D. 





Pulmonary Tuberculosis in Practice: By R. C. 
Wingfield. Baltimore, William Wood, 1937. 
Pp. 122. Price $2.50. 


“Pulmonary Tuberculosis in Practice” by R. C. 
Wingfield is a splendid and simple presentation 
of the natural history of pulmonary tuberculosis 
and its complications. The ancillary laboratory 
aids in diagnosis are concisely and clearly con- 
sidered. The many roentgen ray plates with ac- 
companying schematic representations of the 
roentgen ray pictures, plus the various charts, are 
excellent. The author has done an excellent job 
and anyone anxious to familiarize himself with 
the modern concepts of the diagnosis and treat- 
ment of this disease will do well to note the con- 
tents of this well written and excellently printed 
small book. 

I. L. Ropsrns, M. D. 





Fever Therapy, Abstracts and Discussions of 
Papers Presented at the First International 
Conference On Fever Therapy: Edited by 
Members of the American Committee, Dr. 
Walter M. Simpson, Chairman, and Dr. Wm. 
Bierman, Secretary. New York City, Paul B. 
Hoeber, Inc., 1937. Pp. 486. Price $5.00. 


The phenomenal growth in the _ use of fever 
therapy in the last decade has promoted such great 
interest in its use as a therapeutic agent that 
scientific research has become world-wide. First, 
a group of American pioneers conceived the idea 
of assembly for the purpose of disseminating 
knowledge and thereby improving the worth of 
hyperthermia in the treatment of disease and 
expediting its general use in those cases where 
demonstrations have vindicated its use as the 
needed specific. The first assembly was in New 
York in 1931. 

The first International Conference on Fever 
Therapy was held in the same city in March, 
1937. Doctors Simpson and Bierman have under- 


taken the tremendous task of compiling the find- 
ings of this conference. Few generalizations have 
been made, for the scope of the material is of 
such great intensity that evaluations are often left 
to the reader’s election. Because of the many 
nationalities represented at this conference, the 
book is a compilation in three languages, English, 
French and German. Sixteen physicians from as 
many countries were in attendance. Thirteen of 
these were official delegates appointed by the 
Ministers of Health. 


The publication presents in one volume ab- 
stracts and discussions which are, in themselves, 
summaries, and therefore are only a portion of 
the papers presented at the conference. This com- 
pend has been enlarged to book size by repeating 
the same material in the languages mentioned. 
There are four hundred eighty-six pages, three 
hundred of which are repetitions. We believe the 
purpose of the conference would have been more 
adequately served had the authors published three 
books of great length, each in a different language. 

The main topic has the following sub-divisions: 
first, physiology and pathology; second, fever 
therapy in miscellaneous diseases; third, fever 
therapy in syphilis; and fourth, fever therapy in 
gonococcic infections. These comprise, in all, 
fifty-five papers. 

Many of the treatises convey valuable informa- 
tion, especially to the novice. Those familiar with 
fever therapy were already well-versed in its 
literature and had previously utilized much of 
the information gained by its survey. But, to 
others, some of the statements made at this con- 
ference would inevitably result in confused opin- 
ions which would be harmful to the patient should 
he be the victim of such misinformation. 

Those physicians whose privilege and pleasure 
it was to attend the first meeting of the Inter- 
national Conference of Fever Therapy doubtless 
found it a memorable occasion. To be one of an 
assembly of noted physicians whose untiring ef- 
forts have contributed to a great cause can not 
be other than inspirational. To other physicians 
in attendance, there must have been some compen- 
sation. To them, a book compiling the proceed- 
ings of such a conference, is a 
memories. 

To the student or practitioner, however, the 
book is valueless as a reference work. No criterion 
attests its documentary worth. A more complete 
orientation is necessary if one is to have a satis- 
factory knowledge of the subject. 

Therapeutic measures of the future will include 
hyperthermic agents yet unknown. 

Our criticism of “Fever Therapy” is not entirely 
an adverse one. The purpose of the book’s publica- 
tion may have been accomplished. We trust that 
it may further the work of scientific research. 


souvenir of 
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We honor the authors for their own outstanding 

contributions to a form of therapy whese depths 

have not yet been sounded or its heights reached. 
Upton GILes, M. D. 
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